THE JOURNAL 


OF THE 


AMERICAN 


OSTEOPATHIC 


ASSOCIATION 


Vol. 33, No. 7 430 N. Michigan Ave., Chicago, IIl. March, 1934 


- 


“OSTEOPATHIC BRIEFS” 


a new series of educational leaflets entitled: 
No. 1. Osteopathic School of Practice. No. 5. Acute Infectious Diseases. 
No. 2. Influenza. No. 6. Strains and Sprains. 
No. 3. Pneumonia. No. 7. Periodic Health Examinations. 
No. 4. Sciatica. No. 8. Nervous Diseases. 
Well printed. 4 pages. Average 1750 words each. Size 6x9. — Easily 


folded for mailing in business envelope. Room for professional card if desired 


Prices: $1.75 per 100, $15.00 per 1000. Order by Number. Set of 8 Samples, 10 cents 
Imprinting 25 cents per 100 


American Osteopathic Association, 430 N. Michigan Ave., Chicago, IIl. 


DOZENS of NEW TREATMENTS 


New BECKMAN’S “TREATMENT” 


— { comparison of the new edition with the old shows a much larger type page, equivalent to 
100 pages of material. \t shows 445 major additions alone, and a countless number of in- 
terpolations more limited in extent. These major additions include . 
146 under infectious disease- 7 under thyroid diseases 
10 under diseases caused by worm- 21 under genito-urinary disea-e~ 
35 under allergy diseases 33 under nervous diseases 
9 under deficiency diseases 30 under skin diseases 
8 under diseases of metabolism 24 under acute poisoning 
31 under gastro-intestinal disease 6 under burns 
29 under respiratory diseases 11 under obstetrics 
35 under circulatory disease- 


You will find dozens of new treatments that have not yet found their way into other books—new specifics in malaria, 
the Felton serum in pneumonia. fever therapy in neurosyphilis. bismuth and bismarsen vs. mercury and arsphenamines, 
Sauerbruch. Hermannsdorfer and Gerson diets in tuberculosis. food allergy. hyperinsulinism, mucin treatment of 
peptic ulcer. new treatments of hiccough. It’s a 1934 book and is 100 percent Applied Treatment. 


Octavo of 889 pages. By Harry Beckman, M.D., Professor of Pharmacology, Marquette University, Cloth, $ 


W. B. SAUNDERS COMPANY end Londen 
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MENOCRIN. No. C. 
Sig. 2, q.i.d., a.c., for 
ten days before 
menses: omit for ten 
cays at onset of 
menses; I, q.i.d. until 
ten days before 
menses; repeat. 


MENOCRIN 


—a reliable and economical product for the regulation of the 
menstrual endocrine control. Menocrin is of service in the various 
forms of ovarian dysfunction such as amenorrhea, dysmenorrhea, 
menopausal disorders, and ovarian neurasthenia. Available in 
boxes of 100 sanitablets or capsules at $4.00, and in boxes of 
five |-cc. ampules at $2.00. You will find Menocrin a rational, 
dependable, and really effective therapeutic agent in 


AMENORRHEA 


CHALOMEN — combining the chalones [inhibiting hormones) of 
menstruation, including the recently standardized luteinizing hormone of the 
antepituitary, is highly effective in controlling excessive ovarian activity. In 
most cases, it produces results quickly in MENORRHAGIA 


The HARROWER LABORATORY, Inc. 


GLENDALE, CALIF. 
920 E. Broadway 


NEW YORK, N. Y. CHICAGO, ILL. DALLAS, .TEX. PORTLAND, ORE 
9 Park Place 160 N. La Salle St. 833 Allen Bida. 316 Pittock Block 


Manufacturers of ADRENO-SPERMIN 


Strength and flexibility are not 
the sutures I use must be heat So1aeenpe 
and free irritative cher 


Suture: 


ae GECK, INC. ~ 217 DU FFIEL 
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fora 
salt- free diet 


‘TRADEMARK 


With a shaker of Curtasal on the ‘fable, pati¢n 


a salt-free diet can be kept satisfied: for. long pe 

reproduces the flavor of common salt, and may be: a i 

before as well as after cooking. It is climinated ‘yireually un- 
changed and can be used freely i in! ‘the various dis- 


— eases in which salt must be withdrawn from 
Flavor not impaired ook, 


by cooking or baking _—the diet. 3 
CURTASAL will, particuladly serviceable 
in cardiac and renal diseases associated with 


dropsy, in arteriosclerosis, the ‘Coiniplications of 
pregnancy, and epilepsy. 
CURTASAL is supplied in convertient 2 ounce 
aluminum salt shakers and 8 ounce bottles. 


Literature on Request 


WINTHROP CHEMICAL COMPANY, Inc. 


170 VARICK STREET : NEW YORK, N. Y. 


TASTES 
LIKE SALT 


\— 
| 
OV | 
“ty 
J 
SIDA, 
0 
fr} pat’ 
e 
‘who require 
A 
> J 
WINT SALT FREE 
Franca THROp 
* | 


2 PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS Joga A266. 


ORIGINAL ARTICLES— 


Fundamentals of Osteopathic Technic. 
279 


Persistent Occiput Posterior in Labor: 
Its Cause and Management. Wayne 
Dooley, 281 


Infant Development and Feeding the 
First Year. May L. Walstrom, D.O...283 


Principles of Manipulative Treatment. 
e Low_ Back Problem. NV. A. 
Schwab, D.O. 286 


Urology and Its Value to the General 
Practitioner. H. L. Chadwick, D.O...288 


Vertebral Lesions and Gastric Motility. 
Louisa Burns, D.O 294 


Cardiac Emergencies: Their Manifesta- 


tions and Treatment. Ralp 

Fischer, D.O. 297 
Where Our Students Come From. Asa 

Willard, D.O. 301 


EDITORIALS— 


Case History and _Discussion—VIT. 
Perrin T. Wilson, oO. 


“Beating the Back Trail.” J. E. R...303 


CONTENTS—MARCH, 1934 


Going to Wichita? Yes, Indeed! _ 
thur E. Becker, D.O 
A. in RESEARCH 
Class of In- 
vestments. Fred Bischoff, D.O......... 304 


DEPARTMENT OF PROFESSIONAL 
AFFAIRS— 


Bureau of Professional Education and 
Colleges: 
Applying Education to Osteopathy. 
Russell C. Erb, B.S., 
Bureau of Hospitals: 
Projected A.O 
Teaching Hospitals. 


Standards _ for 
Reports 


tinued). Edgar O. Holden, D.O......... 306 
DEPARTMENT OF PUBLIC 
AFFAIRS— 
Bureau of Clinics 307 
STATE BOARDS 307 
CONVENTION NOTES— 
Wichita Program 308 
Plan Your Trip to the Convention... . 
Now! 309 


AMERICAN OSTEOPATHIC SO- 
CIETY OF OPHTHALMOLOGY 
AND OTOLARYNGOLOGY— 

Points on Ear Treatment. W. J. Dea- 
son, D. O. 309 


OBSTETRICS AND GYNECOLOGY— 
Functional Uterine Hemorrhage. Har- 
riet L. Connor, 4 3 
DIAGNOSIS AND TREATMENT— 
Underlying Causes of Thyroid Dysfunc- 
tion. Walter C. Eldrett, D.O......... ..314 
FOOT SECTION— 
Shoes as an Aid to Health. George 
R. Musebeck 317 


AMERICAN OSTEOPATHIC SO- 
CIETY OF PROCTOLOGY— 
Emergency Inflation Sac for Hemor- 
rhage. R. R. Norwood, D.O............. 318 


BOOK NOTICES 318 
CURRENT MEDICAL LITERATURE..320 


CURRENT OSTEOPATHIC LITERA- 
TURE 320 


CONVENTIONS AND MEETINGS........321 


INDEX 
Aseptic Peritoneal Cavity—A Misnomer, 
The 320-CML 
Barbiturates and Other MHypnotics in 
Labor, The 320-CML 
“Beating the Back Trail” 303-E 


Becker, Arthur E.: 
Going to Wichita? Yes, Indeed!........ 304-E 


Bickham, Warren Stone and Smyth, 
alvin Mason: 

Operative Surgery Covering the Opera- 
tive Technic Involved in the Opera- 
tions of General and Special Sur- 
gery 319-BN 

Bischoff, Fred: 

Class Contributions—Statements of In- 

vestments 3 
Book Notices 


Burns, Louisa: 
Vertebral Lesions and Gastric Motility 
294.* 


318-BN 


Cardiac Emergencies: Their Manifesta- 
Case History and Discussion—VIT........ 303-E 
Cesarean Section 316-COS 
Chadwick, H. 
Urology and its Value to the General 
Practitioner 


Chapin, Henry Dwight and Royster, — 
rence T.: 


Pediatrics 319-BN 
Clark, Evans 

How to Budect Health 
307-Pu.A. 
Collins, H. L.: 


Connor, Harriet L. 
Functional Hemorrhage....309-Obs. 


Conventions and Meetings 321 

Convention Notes 

Convention Now! Plan Your Trip to 
the 30 


9-CN 

Current Medical Literature ................ 320-CML 

Current Osteopathic Literature.......... 320-COL 
Deason, W. J.: 

Points on’ Ear Treatment... 309-00 

Diagnosis and 314-DT 


Diet (see infant) 
Doll, Edgar A.; Phelps. Winthrop M.; 
and Melcher, Ruth Taylor: 
Mental Deficiency Due to Birth In- 
juries 319-BN 
Dooley, Wayne: 
Persistent Occiput Posterior in Labor: 
Its Cause and Management................ 281-* 


Duffell, R. 
Current Medical Literature Abstracts 
32 


Current Osteopathic Literature Ab- 
stracts 320-COL 


Ear Treatment, Points on .................. 309-00 


Published monthly by the American Osteopathic Association. 
Main Office at 430 North Michigan Ave., Chicago, II]. 


all communications to the 


Education to Osteopathy, Applying..305-Pr.A. 


Eldrett, Walter C.: 

Underlying Causes of Thyroid Dys- 

function 314-DT 
pplying “ducation to steopathy.. 
305-Pr.A. 
Foot Section 316-FS 
Fischer, Ralph L.: 
Cardiac Emergencies: Their Manifesta- 
tioms ANd 297-* 
Fishbein, Morris: 

Frontiers of Medicine ..............-.-------- 319-BN 
Hallux Valgus 321-COL 
Harris, H. A.: 

Bone Growth in Health and Disease..319-BN 


Hemorrhage, Emergency Inflation See for 
8-SOP 


Holden, Edgar O.: 
Projected A.O.A. Standards for es. 
Holt, L. Emmett: 
Holt’s Diseases of Infancy and os. 


hood 9-BN 
Hospitals, Bureat OF Pr.A. 
Hulburt, Ray G.: 


Infant Development and Feeding the First 
Year 283 


Inflation Sac for Hemorrhage, Emer- 
gency 318-SOP 


Krusen, Frank Hammond: 
Light Therapy 310-BN 


Labor, Persistent Occiput Posterior in..281-* 


Labor, The Barbiturates and Other R= 
notics in 0-CML 


Legal and Legislative 
Lesions in Pregnancy, Causes of......321-COL 
Logan. Louis H.: 


308-CN 
Low Back Problem, The ...........-----00. 286-* 
Middle Ear in Childhood, The Acute 

321-COL 
Musebeck. Mr. George R.: 
Shoes as an Aid to Health .............. 317-FS 
Neuroses, Certain Developmental 
Of Digestive 20-COL 
Norwood, R. 
Emergency Inflation Sac for Hemor- 
rhage 318-SOP 
Obstetrics and 309-OB 


Occiput Posterior in Labor, Persistent..281-* 
Ophthalmology and Otolaryngology, Amer- 
ican Osteopathic Society of.......... 309-00 
Osteopathic Technic, Fundamentals of..279-* 
Osteopathy, Applying Education to..305-Pr.A. 
Peckham, R. R.: 
Fundamentals of Osteopathic Technic..279-* 
Phelns. Winthrop Morgan and Kiphuth, 
Robert J. H.: 


Diagnosis and Treatment of Postural 
Defects 319-BN 


Pregnancy, Causes of Lesions in........ 321-COL 
Proctology, American Osteopathic Societ 
of 318-SOP 


Professional Affairs, Department of..305-Pr.A. 
Professional Education and Cottages, 


eau of -Pr.A. 
Public Affairs, Department  of........ 307-Pu.A. 
Pusey, Wm. Allen.: 
The History Epidemiology of 
Syphilis 318-BN 


Research Institute, The A. T. Still: 
Statements of Investments of Research - 


Institute 
Rogers, J. E.: 
Schwab, W. 
Principles of " Maniplative Treatment..286-* 
Sheard, Charles: 
318-BN 
Shoes as an Aid to Health........................ 316-FS 
South Dakota, Barred as County Phy- 
sicians in 307-LL 
STATE BOARDS: 
California 307-SB 
Florida 307-SB 
Georgia 307-SB 
Tllinois 307-SB 
Minnesota 307-SB 
Oregon 307-SB 
Tennessee 307-SB 


Students Come From, Where Out.......... 301-* 

Surgeons, American College of Osteo- 
pathic 316 

Teaching Hospitals, Projected A.O.A 
Standards for 306-Pr.A. 


Thoma, Katherine Mitchell: 
Food in Health and Disease............ 318-BN 


Thyroid Dysfunction, Underlying Causes 
of 314-DT 


Ullmann, Egon V.: 
Diet in Sinus Infections and Colds..318-BN 


Urology and Its Value to the General 
Practitioner 288- 
Uterine Hemorrhage, Functional -...309-Obs. 
Vertebral Lesions and Gastric Motility..294-* 
Wager. Kenneth M.: 
The ‘Enlarged Prostate and Prostatic 
Obstruction 318-BN 
Walstrom, May L.: 
Infant Development and Feeding the 
First Year 28 
Wichita? Going to 304-E 
Wichita Program 308-CN 
Willard, Asa: 
Where Our Students Come from........ 301-* 
Wilson, Perrin T.: 
Case History and Discussion—VIT....303-E 


3.* 


Office of Publication, 1140 Lake St., ~~ Park, Ill. Address 
Subscription, $5 a year. Acceptance for 


mailing at special rate of postage provided for in Section 1103, Act of October 3, 1917, authoriac’ Auwest 31, 1922. Entered 


at a Oak Park, Hlinois, post office as second class matter, April 1, 1926, under the Act of March 3, 1879. 


1934, by the American Osteopathic Association. 


Copyright, 


305 
4 
ad 
‘ 


MUSEBECK 
FOOT-so-PORT 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


HERE’S ONE ISSUE 
YOU STRADDLE 


You may have a leg on each side of the 
political fence but when it comes to the 
right shoes for weak feet—you choose style 
shoes or correct shoes—there’s no happy 
medium. 


Weak feet that are fitted to style shoes 
remain weak, no matter how many treat- 
ments or manipulations they receive. They 
need a shoe capable of holding them in the 
normal position after your corrective work 
has been done. 


Weak feet need shoes cut to lace high 
enough over the instep to hold scaphoid, 
internal cuneiform and metatarsal bones in 
place. This cannot be done with low cut 


Your Own Last 


No. OB 


This last was developed by the 
Foot Section of the American 
Osteopathic association. 


“The Most Famous Last 
in America’ 


patterns or shoes with wide openings at 
the top. 

On the inside, the construction must follow 
the normal contour of the foot—especially 
at the point where the Health Spot is 
placed in Musebeck Shoes for men and 
women. At this point most shoes allow the 
foot to collapse—cramping the main source 
of blood supply into the foot. 


The material must be strong and of suffi- 
cient weight to stand the strain of holding 
a weak foot in the normal position. Shoes 
for weak feet must be made over a last that 
follows the lines of the normal foot and 
not a weak broken down foot. Only when 
made in this way can shoes help the doctor 
in his work. 


Those doctors specializing in the treatment of weak feet recognize the value of 
strong sturdy shoes made to hold feet in the normal position. Musebeck Shoes 
with the Health Spot construction are being used extensively in connection 
with the treatment of weak feet. Doctors like to prescribe them because they 
know they can depend on them to give the desired results. 


Your treatment of weak feet is not complete until you have prescribed the correct shoe to carry on your 
work. If you do not know the name of the Musebeck Dealer in your vicinity, it will be gladly furnished 


MUSEBECK SHOE CO. 


DANVILLE, ILL. 
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CHARTS CAN’T EXPLAIN IT 


It takes personal observation in practice to evaluate prop- 
erly the good effects of Alka-Zane in systemic acidosis— 
threatened or actually present. 


The clinical thermometer will show how fever abates 
when Alka-Zane is an adjunct of the treatment in influenza 
and other febrile diseases. 


The pregnant woman will curtail her story of uneasiness 
and discomfort, when Alka-Zane is administered during 
the puerperium. 


Certain skin diseases will show a marked tendency to 
improve, when Alka-Zane supplements the treatment. 


Albumin will diminish in the urine when Alka-Zane is given 
in nephritis. 


These are just a few examples where Alka-Zane may prove 
of evident usefulness in the treatment of diseases in which 
acidosis is a complicating factor. 


Trial supply sent on request. Please use letterhead. 


ALKA-ZANE — for acidosis 


Alka-Zane is supplied in bottles containing 115 and 4 
ounces. The dose is one teaspoonful in a glass of water. 


Os 


Alka-Zane is an effervescent salt of the carbonates, 
phosphates and citrates of sodium, potassium, calcium 
and magnesium. It is free from lactates, sulphates 
and tartrates, and sodium chloride. A teaspoonful 
in a glass of water makes a zestful, refreshing drink. 


Ma. 


WILLIAM R. WARNER & CO., INC. 
113 West 18th Street New York City 


ef Sole agents for Canada: Wm. R. Warner, Ltd., 727 King 
* Street, W., Toronto, Ont. 
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THESE FORMULAS GIVE GRATIFYING 
FEEDING 


Susy 
INING NY TRIMENT FOR INF! 
CHILDREN, AND CONVALESCENTS 
% 


| WITH MILK AND WATER WITH WATER ALONE WITH WATER OR MILK 
: ; advantages of properly modifie ormula for infants who cannot 
milk and water results in formulas cow’s milk, plus increased digest- tolerate formulas approaching nat- 
approaching natural balance. ibility. ural balance. 
COMPARE THESE PERCENTAGES en 
NESTLE’S 
COW'SMILK. 240z. | EVAP. MILK .10 oz. | COW'S MILK. 240z. | EVAP. MILK .10 oz. | WATER... . 35 oz. HUMAN FOOD . 5% 
; WATER . . 8 oz. WATER .. 20 oz. WATER . . 8 oz. WATER .. 20 oz. | LACTOGEN.. 5 oz. MILK (See Note) 
SUGAR . 1% oz. SUGAR .13%4 oz. HYLAC . .134 oz. HYLAC ..124 oz. 


FAT CARBOHYDRATE PROTEIN 


NOTE:— Theabove Nestle’s Food formula does not resemble human milk because it is designed for infants who cannot tol- 
erate formulas which approach natural balance. 


None of the above products is advertised to the laity. No feeding directions ‘are given except to physicians. All 


three products have been accepted by the Committee on Foods of the American Medical Association. For free 
samples and literature mail your professional blank to:— 


| NESTLE’S MILK PRODUCTS, INC. 
be 2 Lafayette Street Dept. 7-C-3 New York City 
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In the treatment of the pneumonias, an 
application which will help to sustain the 
natural defensive and healing powers of 
the body, promote bodily comfort and 
encourage symptomatic relief, is an im- 
portant factor in the treatment. 
Antiphlogistine is widely employed in 
the treatment of the pneumonias. The 
prolonged moist heat which it supplies 
and its hyperaemic action on the tissues 
whereby the blood and lymph circulation 
are stimulated, help to encourage symp- 
tomatic relief with resultant improvement 
in the clinical picture. 
Sample It is a valuable adjuvant to the routine 
weomd treatment and does not conflict with other 


literature 
on request forms of therapy. 


It is best applied as hot as the 
patient can comfortably bear and 
renewed at the end of 24 hours. 


ANTIPHLOGISTINE 


THE DENVER CHEMICAL MFG. COMPANY 
163 Varick Street, New York, N. Y. 
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SEED, SOIL and SUNSHINE 
start the job of making 
Gerber products... . 


“BETTER ror ‘BAB yf 


With scrupulous care the best of seeds are selected. 
They’re planted in the rich, fertile soil of sunny 
Michigan fields. The soil is further enriched with the 
necessary minerals and other elements for proper 
development of the plants. Through every stage of 
germination and growth they’re cultivated and 
tended with strictest care. Then, at the precise 
moment of their ripe perfection they’re 
harvested and rushed in covered trucks 
to Gerber plants. Processing begins at 
just the right stage of perfection. 
Crisp,ripe, freshest of vegetables are the 
only kind that go into Gerber products. 


That’s one important reason why so many mothers and 
doctors agree that Gerber’s are “Better for Baby.” 

In fact, only vegetables grown and picked in 
one’s own garden and served immediately can pos- 
sibly be as fresh as those used in Gerber’s. But 
home preparation lacks, of course, the specially 
designed equipment that preserves natural vitamin 
and mineral-salt values during the 
Gerber scientific cooking and straining 
processes. 

Protection at the source is just one 
of the steps in the Gerber process which 
enable us to say that no baby can be 
served better foods than Gerber’s Strained 
Vegetables and Cereal. 


9 STRAINED FOODS 
FOR BABY 


Strained Tomatoes . . . Green Beans . . . Beets 
Vegetable Soup. . . Prunes . . 


Peas...4% oz. cans. Strained Cereal...10% oz.cans...15¢ 


. Carrots . . . Spinach 


GERBER PRODUCTS COMPANY, Fremont, Michigan 
(In Canada: Fine Foods of Canada, Ltd., Windsor, Ontario) 
Please OC Reprint of the article, ‘‘The Nutritive Value of Strained 

send me Vegetables in Infant Feeding.” 

C Sample can of Gerber’s Strained Cereal. AO3 
Name Address 
City, State. 


i 
ve 
| 
| 
Gerber’ 
7 CREEN 
CEREAL] 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS Journal A.O 


FOR YOUR 


who want admit weak feet 


e You know him well. The man who needs your pro- 
fessional attention, but who puts his pride ahead of 

his comfort. An ordinary shoe won’t help you help M 0 D E L X 
him back on his feet. Something basically correct is 


With semi-flexible Main 
indicated. But he balks at the looks of the toe. 


Spring* Arch construction. Arch 

For this very situation, Walk-Over has now perfected _ resting on rubber at weight-bear- 
the MODEL X, a new correct, basic last with acustom 198 points. Long inside counter. 
type toe that will please the most fastidious man. Ready Right and left heels, propped on 


the inside. Wide tread. Flexo 
for your prescription at your Walk-Over Service Store. eee wand pegs 
sole. Custom toe with plenty of 


GEO. E. KEITH COMPANY, CAMPELLO, BROCKTON, MASS. 


j 
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with 


Possesses outstanding advantages for 
the treatment of constipation. Recom- 
mended whenever the use of Fluid- 
extract Cascara Sagrada is indicated—ex- 
ceptionally pleasant to take. Not bitter. 


Petrolagar 


For the convenience of the physician and 
to suit the requirements and indications in 
any specialized treatment of constipation 
or of bowel management, Petrolagar is now 
prepared in five types, as described below. 


e Petrolagar Plain 


Distinguished by Blue Label 


For general treatment of constipation as an adjuvant toa 
rational regimen of habit time, diet and exercise. 


Petrolagar with Phenolphthalein 
Distinguished by Red Label 


For obstinate cases of constipation. Contains two-thirds 
of a grain of phenolphthalein to the tablespoonful. 


Petrolagar with Milk of Magnesia 


Distinguished by Green Label 


For constipation accompanied by hyperacidity. Slightly 
more active than Petrolagar-Plain. 


Petrolagar Unsweetened 
Distinguished by Brown Label 

For those who prefer unsweetened Petrolagar or for the 
patient with diabetic tendencies. Contains no sugar or 
assimilable carbohydrates. 


.. Petrolagar 


with Cascara 


Distinguished by Orange Label 


Doctor 


Street 


Petrolagar Laboratories, Inc. 9.3 
8134 McCormick Bivd. 
Chicago, Illinois 


Send me Free Petrolagar with Cascara. 


0 Special original package © Samples for 
for personal use. clinical trial. 


City Stote 
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NOW YOU SEE AGAROL [> ee 
--» NOW YOU SEE 
SOMETHING ELSE 
‘Tie RING around the drop tells the story. A drop of Agarol on blotting paper holds 
together firmly. Try this with a poor emulsion, and you will see that the mineral oil 
will be soon taken up by the blotting paper, forming a greasy ring around the drop. © 


Agarol is as fine an emulsion of mineral oil and agar-agar with phenolphthalein 
as the modern art of pharmacy, aided by the skill of experience acquired in more 


than three-quarters of a century can produce. It never leaves an oily taste. 


Finest, purest ingredients make Agarol palatable without artificial flavoring. It 


contains no sugar, no alcohol, no alkali. 


For dependable efficacy Agarol has attained a reputation all its own, generously 
granted by those who have observed its good effects in the resultful treatment 


of constipation. « * Trial supply sent on request. * * Please use letterhead. 


AGAROL ror CONSTIPATION 


Agarol is supplied in bottles containing 6 and 14 ounces. 


The average dose is one tablespoonjul. 


WILLIAM R. WARNER & CO., INC., 113 West 18th Street, New York City 


Sole Agents for Canada—WM. R. WARNER, LTD., 727 King Street, W. Toronto, Ont. 
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M ses for this delici 
high-caloric food-drink 
igh-caloric food-drink.... 
i THE convalescent —to the expectant by Wisconsin University Alumni Research 
or nursing mother—to the active, grow- _ Foundation). 
ing child—Cocomalt is a delicious change Cocomalt is composed of sucrose, skim 
5” from the monotony of milk. milk, selected cocoa, barley malt extract, 
When vitality is at low ebb and appetite flavoring and added Vitamin D. Prepared 
lacking—Cocomalkt is exceptionally valuable as directed, it adds 70% more food energy 
as an adjunct to the diet. to a cup or glass of milk. Comes in powder 
Cocomalt is easily digested, quickly form, easy to mix with milk—delicious HOT 
assimilated, high in caloric value. It pro- | ot COLD. Cocomalt is sold at grocery and 
vides extra proteins, carbohydrates and good drug stores in 1-lb. and 1-Ib. air- 
minerals (calcium and phosphorus) tight cans. Also 5-Ib. cans for hospital use. 
these essential minerals (under license $ R.B. Davis Co., Dept. 33C, Hoboken, N.J. } 
: Please send me a trial-size can of Coco- : 
malt without charge. 
90? FREE TO OSTEOPATHIC PHYSICIANS: : 
We will be glad to send a trial-siz 
ADELICIOY ae of “Covemalt Sree ony shysicion 
name and address. 


2 
t 
: 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS ag og 


THE INTESTINAL 


FLORA IN INFANTS 


“There are two groups of bacteria pos- 
sessing an antagonistic action, those causing 
fermentation (saccharolytic), and those causing 
putrefaction (proteolytic) . .. Depending on the 
predominating group of bacteria, putrefaction or 
fermentation takes place, causing either firm or 
soft stools, this rather than the activity of the 
ferments determining the nature of the stools.” 

H. Hess, 
“Feeding and the Nutritional Disorders in 
Infancy and Childhood.” 6th ed. 


When intestinal putrefaction occurs 
in the infant, as well as in the adult, a 
rational treatment is afforded in the use 
of Lacto-Dextrin. 

By supplying the proper medium for 
the growth of acidophilic bacteria (normal 
organisms antagonistic to the putrefactive 
group), Lacto-Dextrin conveniently and 
economically restores the normal flora. 


The palatability, ease of digestion 
and safety of Lacto-Dextrin render it 
satisfactory for use in infants and adults 
alike. 


MAIL COUPON | 
Four 


THE BATTLE CREEK FOOD CO. 
Dept. AOA-3-34, 
Battle Creek, Michigan 


Send me, without obligation, literature and trial 
tin of Battle Creek Lacto-Deztrin. 


Name 


Address... 


62 Cortlandt Street, Dept. F 


DECADES OF EXPERIENCE ENDORSE 


apo Fesotene, 


AS AN ANTISEPTIC INHALANT 


For over 50 years physicians have prescribed the Vapo- 
Cresolene principle of inhalation as an effective means 
of treating certain respiratory affections. These cres- 
ols of coal tar, antiseptic, yet harmless when vapor- 
ized, relieve paroxysmal cough and dyspnea as in 
Whooping Cough, Catarrhal Croup, and Bronchial 
Asthma, Cough in Broncho-p ia and the bron- 
chial symptoms of Scarlet Fever and Measles. 


The Vapo-Cresolene method of vaporization, using 
either Lamp-Type or New Electric Vaporizer, is par- 
ticularly adapted to treating bronchial infections in 
very young children. Laboratory tests under z 
sick room conditions show these vapors to 

be destructive to pathogenic bacteria. 


Write for special offer to physicians 


and important new treatise, ‘ 
“Effective Inhalation Therapy”. 


VAPO -CRESOLENE CO. 


College of Osteopathic 


Physicians and Surgeons 
1721 Griffin Ave. 
LOS ANGELES, CALIFORNIA 


Entrance Requirements 


California law calls for a minimum of one 
year of college work in the premedical 
sciences including physics, general chemis- 
try, organic chemistry, zoology, and in 
addition the College requires embryology 
and Freshman English. This work is given 
in this school but can be accepted from any 
accredited college if such work is acceptable 
to a Class A Medical school. This require- 
ment must be completed before entering 
the Freshman class. 


The professional course consists of four 
years and fulfills all legal requirements for 
the unlimited license of physician and sur- 
geon in California. 


Affiliated institutions consist of the Los 
Angeles County Maternity Service and the 
Los Angeles County General Hospital. The 
Seniors spend part of their time in the 
County Hospital as assistant internes or 
clinical clerks. Interneships are also avail- 
able after graduation. For information 
address the College. 


New York, N. Y. 
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NoTIcE the many layers of protective coat- 


ings to prevent vitamin deterioration. As a 
further protection Adex Tablets are bottled 
under carbon dioxide and sealed with a 
double seal. 

The hard, protective coating is readily 
soluble, making the vitamin content of the 
tablet at once available to the patient. 

Adex Tablets represent a remarkable ad- 
vance in vitamin concentrates. Vitamins 
from three sources—cod and halibut-liver 
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Examine the protective coating 


of this 


oils and Viosterol are combined to make an 
unusually potent tablet with a vitamin con- 
tent of 1,500 U.S.P. units of Vitamin A 
and 2,450 A.D.M.A. (245 Steenbock) units 
of Vitamin D. 


The Vitamin A content of Squibb Adex 
Tablets-10 D aids in building general re- 
sistance. Vitamin D ensures proper cal- 
cification of the bones and teeth and 
helps maintain normal calcium-phosphorus 
metabolism. 


SQUIBB COD-LIVER OIL [Plain and 
Mint-flavored) 


SQUIBB COD-LIVER OIL with VIOSTEROL 
(Plain and Mint-flavored) 


SQUIBB HIGHLY POTENT VITAMIN PRODUCTS INCLUDE: 
SQUIBB STABILIZED HALIBUT-LIVER OIL 
SQUIBB STABILIZED HALIBUT-LIVER OIL 


SQUIBB CHOCOLATE-flavored VITAVOSE 


with VIOSTEROL 


ADEX 


TABLET 


VITAMIN-TESTED 


VITAMIN-PROTECTED 
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Sure 


Dioxogen 


Tuere is a reason for specifying Diox- 
ogen. Dioxogen is the only oxygen-anti- 
septic with a 50% margin in favor of your 


patient. 


(1) Dioxogen is 20% stronger than other 
peroxide antiseptics, 20% stronger than 


required by U.S.P. specifications. 


(2) Dioxogen is four times purer than re- 
quired by U.S.P. specifications as meas- 
ured by permissible solids. 


(3) The package itself is 25% larger than 
the average bottle and besides, Doctor, just 
try it clinically and compare. Two cases 
will convince you that it is worth while 


Dioxogsen 


The better oxygen-antiseptic in the green 
package. 
Write for booklet. 
THE OAKLAND CHEMICAL CO. 
59 Fourth Avenue New York, N. Y. 


 _BISODoL 


IN WINTER DYSPEPSIA 


ses ‘Tee tendency to overeat, overin- 
dulge and underexercise during Winter is no 
doubt responsible for a seasonal increase of 
digestive troubles. Patients who complain of 
indigestion with sour stomach, “acid mouth”’ 
and other familiar syntptoms, demand quick 
relief. 


In association with your corrective regimen, 
may we suggest the use of the balanced, ant- 
acid-digestant, BiSoDoL to give quick, safe 
relief. 

The combined action of magnesium carbon- 
ate with sodium bicarbonate and bismuth 
subnitrate affords quick neutralization of 
excess acid without tending to set up an alka- 
losis. Antiflatulents and flavorings provide 
additional aid in combating acid indigestion. 


BiSoDoL 


in Common Colds 


When you wish to build “alkali resistance,’ 
the balanced formula of BiSoDoL enables you 
to give massive doses at frequent intervals. 


Send FOR SAMPLES 


AND LITERATURE 


BiSoDoL CoMp ANY 


Haven, Conn. 
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{ “sample your own advice.” Mail the coupon 
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PAUL SMITH, D. O. 


TAKES HIS 
OWN ADVICE 


Many osteopaths have wondered about decaf- - 
feinated coffee. Wondered whether it satisfied 
thecaffeine-sensitive patient’s yearning for coffee. 
We have been more than glad to send doctors 
professional samples of Kellogg’s Kaffee-Hag. 
And we know they have been agreeably sur- 
prised. The flavor is rich, mellow, full-bodied. 
97% of the bitter caffeine is removed from a 
choice blend of Brazilian and Colombian coffee 
beans . . . by a new process that does not dis- 
turb the delicate flavor oils in any way. The 
happy result is a smooth, mellow coffee taste. 


PERHAPS YOU, TOO, WOULD LIKE to 


and see what fine coffee Kellogg’s Kaffee-Hag is. 
Just be sure that it’s percolated longer than 
ordinary coffee ...to bring out the full flavor. 


KAFFEE-HAG 


(Pronounced Kaftee-HAIG) 


COFFEE 


tHE DELICIOUS correc THAT'S 97% CAFFEINE-FREE 


Kellogg Co., Battle Creek, Mich. 


Please send me, free, a half-pound can of 
Kellogg’s Kaffee-Hag Coffee. 
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It is often said that Time is the true 
test of a product’s claim to merit. 


For more than forty years Absorbine 
Jr. has served the American people 
efficiently as an antiseptic liniment. 


Records show that it is their favorite. 


If, therefore, you have occasion to 
use a liniment professionally or to 
suggest one for the home medicine 
chest, your patients will warmly wel- 
come the name Absorbine Jr. W. F. 
Young, Inc., 399 Lyman Street, 
Springfield, Mass. 


ABSORBINE JR. 


for years has relieved sore muscles, muscular 
aches, bruises, burns, cuts, sprains, abrasions, 
“Athlete’s Foot,” sleeplessness. 


W. F. Young, Inc., 399 Lyman Street, Springfield, Mass. 


Gentlemen: Please send me free sample of Absorbine Jr. with 


no obligation to myself. 


FOR 
CONTINUOUS 
SERVICE 


The atomizer gives your patients effec- 


tive help—both in preventing nose 
and throat infections, and in relieving 
them. We suggest you prescribe spray- 
ing, as the atomizer does a thorough 
job of applying the solution where it 
will do the most good. And the vented 
DeVilbiss Nasal Guard eliminates any 
undesirable excess pressure in self- 
treatment. During these months of 
quickly changing temperatures, advise 
the continuous use of an atomizer. 
DeVilbiss Atomizer No. 14 for 
ephedrine preparations; DeVilbiss | 
Atomizer No. 15 for antiseptic solu- 


tions. 


DeVilbiss 


The DeVilbiss Company, Toledo, Ohio, headquarters 
for atomizers and vaporizers for professional 
and home use 
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“I guess his own Grandmother knows 
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what this baby needs!”’ 


E’D rather not say so within earshot 
of Grandma Hawkins, but— 


It is our belief that a physician — not 
a layman — should select the brand of 
evaporated milk to go into a baby’s bottle. 


That is why Borden’s Evaporated Milk is 
not and never has been advertised directly 
to the laity for use in infant feeding. Its 
widespread acceptance is based upon the 
favorable judgment of the medical pro- 
fession. 


The one word “Borden” in the evapo- 
rated milk formulas you prepare for your 
little patients will stand between them 
and haphazard, grandmotherly advice on 
feeding. It will make certain the use of 
an evaporated milk that measures up to 


your high standards. Borden’s Evapo- 
rated Milk—like all other Borden Milk 
products — fulfills the strictest require- 
ments of purity, both in the sources of 
the milk and in the methods used in its 
preparation. 


May we send you a simple, compact in- 
fant feeding formulary—and other litera- 
ture which we feel sure you will also find 
helpful? Address The Borden Co., Dept. 
JO-34, 350 Madison Avenue, New York. 
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The 
STANDARD 
EFFERVESCENT 
SALINE SINCE 1895 


INCE 1895 Sal Hepatica has 
been the approved laxative and 
cathartic for flushing the intestinal 
tract and for promoting internal 
purification, without creating a con- 
dition of tolerance. 


It is also the ideal treatment to 
alkalize the system. It is efficient, 
palatable, reliable and a preparation 
that you can recommend as an ad- 
junct to your treatment. 


The coupon below will bring you a 
liberal sample for clinical use. 


SAL HEPATICA 


MEMO to my assist- 
ant: Send to Bristol- 
Myers, 75-G West 
St., New York City, 
for professional 
sample of Sal He- 
patica (Gratis). 
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Drop a card for 


new eye dropper bottle 
of ALKALOL 


Try it personally 
in treating colds 


ALKALOL affords an advantage over many 
products offered to the profession for it may readily 
be tried personally in the nose and throat. 

ALKALOL differs radically in its action from 
most solutions. Many so-called germ-killing antisep- 
tics often irritate, excite and cause depletion of the 
cells. ALKALOL, owing to its physiologic balance, 
feeds and stimulates the cells through absorption 
thereby building resistance to infection. It leaves 
delicate membrane cleansed, soothed, and strength- 
ened. For these reasons, it is the ideal pus and mucus 
solvent for it builds as it cleans. 

Your patients will like ALKALOL, too. Its 
pleasant, clean aroma, sense of comfort, and sooth- 
ing qualities are so pronounced as to actually 
encourage use. 

Physicians and specialists have prescribed AL- 
KALOL for more than 30 years in the treatment 
and prevention of colds, and in treating the eye, ear, 
nose, throat, bladder, vagina, rectum, and various 
irritated or inflammatory conditions. 


THE ALKALOL CO. 


Taunton, Mass. 


In the Service of the Medical, Dental and 
Nursing Professions for more than 30 years. 
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AND HE EATS SO POORLY. I DO 
WISH WE COULD AFFORD TO 
SEND HIM WEST. THEY —— 
SAY WESTERN AIR MAKES 


CHILDREN 

HUNGRY AND 
ZZ. \ HEALTHY 
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IT DOES, MRS. BLAKE. BUT YOU NEEDN'T 4 
SEND JACK WEST. RALSTON WILL 
.DO JUST WHAT YOU'WANT FOR HIM 


WHAT DO You 
MEAN, DOCTOR 


RALSTON HAS MUCH THE SAME 
EFFECT AS CLEAR,WESTERN AIR. 
IT CREATES APPETITES NATURALLY. 
AND THEREBY AIDS IN BUILDING 
STRONG, ACTIVE BODIES 


“Double-Rich” RALSTON 
Provides More Vitamin B 
Than Any Other Cereal 


Rassrox, recognized for over thirty-five years as a cereal 
which provides the abundant food value of natural whole 
wheat, recently assumed even greater importance. This 
tempting golden cereal is now enriched with extra quan- 
tities of wheat germ—to make it “double-rich” in vitamin 
B, the factor so similar to western air in its effect upon 
appetite and consequently upon health. 

Instead of the extra effort and expense of separate prod- 
ucts which supply only vitamin B, Ralston now provides 


RALSTON vou SEE, PROVIDES 
ALL THE BODY-BUILDING 
PROPERTIES OF FINE WHOLE 
WHEAT — AND, IN ADDITION, 

IT 1S DOUBLE-RICH IN 

APPETITE -STIMULATING 
VITAMIN B. ITS A 
SPLENDID FOOD, 
AND A DELICIOUS 


in one delicious, economical food an abundance of the highly 
nutritious, body-building elements of whole wheat, and 
more vitamin B than any other cereal for growing children. 


A Research Report on the new “‘double- 
rich” Raiston Wheat Cereal — and 
samples for testing will be sent to you, 
FREE. Simply use the coupon below. 


RALSTON PurINA CoMPANY, Dept. L., 
121 Checkerboard Square, St. Louis, Mo. 


Please send me copy of your Research 
Report on the new Ralston Wheat 
Cereal and samples for testing. 


This offer limited to residents of the United States. 


“JACK 1S SO LISTLESS, DOCTOR. 
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Peacocks Bromides 


A pure stable and rigidly standardized solution of fine bromide salts, giving maximum 
therapeutic effectiveness with minimum risk of bromism. 


BETTER TOLERATED THAN POTASSIUM BROMIDE—Just as effective— 
standardized at 15 grains to the dram (teaspoonful). 


Pha | Chem 
OD PEACOCK SULTAN CO. GBS 4500 St. Louls, Ma 


PREPARED 
WATER 


— are many condi- 
tions, no doubt, where 
you will want your patient 
to increase his daily intake 
of water. 

In such cases, why not sug- 
gest the use of Kalak Water, 
the palatable, carbonated 
alkaline water prescribed by 
physicians for over 20 years. 


Kalak Water is made of car- 
bonated distilled water and 
chemically pure salts of calci- 
um bicarbonate, sodium chlo- 
ride, sodium phosphate and 
bicarbonates of magnesium, 
potassium and sodium. 


PRUNOIDS 


A Pleasant Tasting Non-habit Forming Laxative Tablet 


Advertised to the medical profession only for 35 
years. Will not gripe, safe for children and expect- 
ant mothers. 


OD PEACOCK SULTAN CO. 


4500 Parkview Pharmaceutical Chemists St. Louis, Mo. 
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Noo two women’s feet are ever exactly alike. 
That is why each foot requires a particular type 
of last—why Treadeasy has scientifically designed 
a wide variety of lasts to support all types of feet 
and aid in the correction of all kinds of foot ills. 


Treadeasy’s exclusive system of Related Lasts and 
Unified Measurements enables every foot to be 
fitted correctly. Basic Measurements remain the 
same regardless of the height of the heel. There 
is no distortion—weight is distributed evenly and 
support is given where it is most needed. 


Write for the illustrated booklet and the name and 
address of your nearest Treadeasy dealer. The 
Treadeasy foot health system will assist you in 
prescribing attractive shoes for each different type 
of feet and for all kinds of foot ills. 


P. W. MINOR & SON, Ine. 


BATAVIA NEW YORK 
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Did You Give the Patient 
Osteopathic Treatment? 


This is the title of an article by Charles 
E. Atkins, D.O., to appear soon in The 
Western Osteopath. 


Here are others: 


The Schilling Blood Count, by Gladys 
E. Wackerli, D.O. 


Repair of Congenital Cleft Palate, by 
W. V. Goodfellow, D.O. 


Types of Acute Joint Sprains and Their 
Treatment, by F. P. St. Clair, D. O. 


The Physician’s Relation to Venereal 
Problems, by Edward B. Jones, D. O. 


Exercises for the Correction of Straight 


Spine, by William C. Bondies, D. O. 


A Series on Dermatology, by Edward 
E. Brostrom, D. O. 


$2 Invested in a Year’s Subscription to 


THE WESTERN OSTEOPATH 


will bring you these and many more 
helpful articles 


The Western Osteopath 


Official Organ of the California Osteopathic 


Association 


Published in the Osteopathic 
Capital of the Pacific Coast 
for Osteopaths Everywhere 


799 Kensington Road 


LOS ANGELES, CALIFORNIA 
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The Laughlin Hospital 
Kirksville, 


DEDICATED TO DR. ANDREW TAYLOR STILL 


SURGERY AND OSTEOPATHY 


A modern fire-proof hospital. Patients will be 
treated under the direction of Dr. George M. 
Laughlin, who is supported by a capable staff. A 
training school for nurses is maintained in connec- 
tion with the hospital work. Any desired informa- 
tion may be obtained from 


DR. GEORGE M. LAUGHLIN, Kirksville, Mo. 


Value Received 


VERY osteopathic publica- 

tion is worth what it costs. 
The doctor who stops studying 
stops growing. The busiest men 
find time to study—that's why 
they are busy. You can afford 
the Journal of Osteopathy at 
$1.00 per year. Full of practi- 
cal, useful osteopathy. Don't 
procrastinate, but subscribe 
right now. 


Journal of Osteopathy 
KIRKSVILLE, MISSOURI 
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e maintained by 
constant highest 


quality... 


Red Cross Cotton is made only 
from virgin, long-fibre cotton. 
By the several exclusive J & J 
processes the raw material is con- 
verted into the finest, most ab- 
sorbent grade of surgical cotton. 
It is bleached to a satisfactory 
whiteness without damaging the 
strength of the fibres, and retains 
its absorbency and whiteness un- 
til used. When you unseal the 
package you open a fresh supply 
of sterile cotton, wrapped in in- 
terleaved tissue. Portions may be 
cut or torn off without touching 
the cotton. Red Cross Cotton is 
used extensively for eye and nose 
work, and in other cases where 
the longest fibre absorbent cot- 
ton is needed. 


PROFESSIONAL SERVICE 
DEPARTMENT 


NEW BRUNSWICK, N. J. CHICAGO, ILL. 
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CORN PRODUCTS REFINING COMPANY 


Appetite wanes, digestion is impaired, but 
energy requirements remain high. 

A liberal supply of carbohydrate provides 
energy and spares protein destruction. 

The tolerance for Karo Syrup is high, even 
in the presence of fever. 

Karo Syrup does not overtax the digestion, 
does not impair the appetite through excessive 
sweetness, improves the flavor of fruit juices, 
milk and cereals. 

Karo is rich in Dextrins, Maltose and Dextrose 
—all recommended for ease of digestion and 
energy value. 


FREE TO PHYSICIANS 
This convenient calculator of feeding schedules is accurate, 
instructive and helpful. The makers of Karo will gladly send 
one to you on receipt of your name and address. Please 
enclose your prescription blank or professional card. 


Write to: 


17 BATTERY PLACE * NEW YORK CITY 


acute illnesses 
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Vol. 33, No. 7 
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Fundamentals of Osteopathic Technic: 


R. R. Peckuam, D.O. 
Late of the Chicago College of Osteopathy 


It shall be the purpose of this paper to bring 
into relief the more salient factors which underlie 
the successful application of manipulative adjustive 
technic. 

It seems probable that few studies have been 
subjected to as many confusions as the study of 
technic. Osteopathic writings are running over 
with words about theories by which various suc- 
cessful operators have rationalized their procedures. 
It is only through operative experience that many 
of their so-called principles are subject to interpre- 
tation, and it has been through operative experi- 
ence that a very large number of these theories and 
principles have found oblivion. 

No theory or principle of technic will become 
permanent which fails in either of two points. It 
must rationalize, account for, and explain suc- 
cessful manipulative procedures; and it must be of 
such scope that it will include other manipulative 
procedures which from time to time are found to 
be effective. 

Much confusion in the formulation of prin- 
ciples of technic has resulted from incompetent 
analysis of the lesion entity. Lack of recognition 
of the important phases of the lesion has permitted 
the development of vicarious classifications, un- 
sound fundamentally even though they have per- 
mitted apparently sound classification. Unsound 
classifications of lesions have given rise to misun- 
derstandings in the minds of students and operators 
and it has followed, of necessity, that nomenclature, 
classifications, and principles of manipulative pro- 
cedures have been generally misunderstood. It has 
been unfortunate for the development of osteo- 
pathic technic, that the analytical type of mind has 
a propensity for complexities of thought. Fre- 
quently simple statements of principle have been 
passed by unnoticed because of their very sim- 
plicity. 

With all of these thoughts in mind, it seems 
advantageous to deal in the simplest of terms in 
this discussion. No new classifications of the lesion 
will be made. No new principles of technic will be 
stated. An earnest effort will be made to correlate 
information which will be well understood by all 


*Delivered before the A.O.A. Convention, Milwaukee, 1933. 


experienced, successful operators, to the end that 
each of us may better understand and apply those 
methods of technic with which we are already 
familiar. 

It has been said truly that the most important 
phase of technic is diagnosis. It would seem un- 
necessary to make a special point in this regard 
were it not for the fact that many operators are 
more concerned with the application of a treatment 
than they are with the careful selection of the pre- 
cise treatment for the specific requirements of the 
subject receiving the treatment. It may be said 
that manipulative treatment not preceded by care- 
ful diagnosis of lesions is successful by accident 
and results may be predicated proportionate to the 
law of averages derived from such accidental treat- 
ment. The scope of this paper does not permit an 
exhaustive analysis of the diagnostic problem. It 
is, however, necessary, to point distinctly to the 
frequency with which requirements of the specific 
lesion entity are subordinated to the application of 
a favorite method of correction. 

It is essential that a skilled operator definitely 
understand the general principles of physiological 
movement of joints. The timeworn statement that 
“bone cannot be pushed through bone” indicates 
the necessity for such comprehension. The normal 
spinal joint may be bent forward, backward, or 
sideward. It may also be rotated. Its structure is 
such that when it is rotated, it side-bends slightly 
and when it is side-bent, it rotates slightly. Spinal 
movements may be simple, involving one plane 
such as forward bending, or they may be very com- 
plex, involving many planes, such as forward bend- 
ing, side-bending and rotation. From these simple 
or complex normal movements arise the peculiar 
positional arrangements noted in lesion deformity. 
It is of first importance in the study of technic that 
the operator be sufficiently grounded in the phe- 
nomena of so-called physiological movements, that 
he may, throughout his study of manipulative, 
adjustive technic, avoid a multitude of errors in 
attempting to inaugurate movement in a joint, 
which, for that joint, is a physical impossibility. 

It has been thought and taught erroneously 
that any individual adequately grounded in the 
physiological movements of normal joints would be 
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possessed of knowledge which would make technic 
automatic. The error of this viewpoint becomes 
obvious in the fact that in the presence of those 
pathological conditions which constitute the lesion, 
the behavior of that joint varies from the behavior 
of a normal joint. In fact, these variations in tissue 
tensions of a joint constitute the major findings 
which designate the presence of a lesion. Thus it 
may be said for physiological movements, that they 
together with the feel of the tissues around joints 
are the natural and essential background upon 
which the student of technic may study and recog- 
nize the pathology of lesions. In the application of 
technic, the force is applied where this pathology is 
found, and in the application of this force, it is 
mandatory that the force be directed along planes 
of movement possible to that joint. Force not so 
directed defeats its own purpose. 


Much might be said concerning the principles 
of application of force. In finality it may be said 
that force is applied for the purpose of changing 
the pathological entities which constitute the lesion. 
Some have said that the purpose of technic is to 
recover normal position; others, that the purpose 
of technic is to establish equal ranges of move- 
ment; others, that the purpose of technic is for- 
cibly to overcome physiological tissue tension. At 
any rate, the only rational purpose for force is to 
overcome resistance. Whether the resistance arises 
from pathological infiltrations, physiological path- 
ology, or pathological physiology resulting in tissue 
tension is not the concern of this paper. It will be 
sufficient to indicate the presence of resistance in 
the tissues which comprise the joint. 


The physiological aberrations of periarticular 
tissues or the infiltrations of pathology, or both, 
which characterize the lesion, require a word of 
explanation. Few, if any, lesions demonstrate these 
factors symmetrically. Tissue changes may be 
more marked on one side than the other, more 
superficial or more deep in different lesions. Wide 
variations of acuteness and of chronicity exist in 
different lesions and in different parts of the same 
lesion. It is this diversity of proportion, type, and 
location of tissue change which accounts for the 
diversification in positions, tensions, and impaired 
freedom of movement in lesions. From this short 
summary, it may be seen that all manipulations in 
their application must be adapted in accord with 
the mandates of the specific peculiarities of the 
lesion to which the technic is applied. 


Having considered the problem of the lesion 
which is to receive the force, it is now feasible to 
investigate the problem of the manipulation. It is 
the intent of the manipulation to overcome the 
tissue resistance which characterizes the lesion. 
For the purpose of simplicity, single, intersegmental 
lesions will be used for discussion. Since the tissue 
resistance to be overcome involves an interval be- 
tween two bones, it is essential that force be ap- 
plied to that local resistance. In theory, in prin- 
ciple, and in practice, it is of first importance that 
the force be accurately localized to this resistance. 
Simply stated, one bone must be definitely held or 
fixed while force is as definitely applied to the 
other to overcome resistance in the intervening 
tissue. Too much emphasis cannot be placed upon 
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the necessity for the maintenance of a fixed point 
against which force may be applied. The practical 
application of this thought in technic frequently 
results in a marked change of emphasis in the pur- 
pose behind the procedure. The operator specifically 
directs his attention throughout the manipulation 
to the maintenance of this fixed point. All other 
factors are made secondary to it. Ranges of move- 
ment and force of movement must be subordinated 
to the maintenance of this fixation. Forces and 
ranges of movement sufficient to overcome the 
ability of the operator to maintain fixation imme- 
diately result in the diffusion of the force beyond 
the joint being treated. Forces and ranges of move- 
ment sufficient to overcome the ability of the oper- 
ator to hold this fixation defeats the first purpose 
of the manipulation, which is the specific applica- 
tion of force to specifically local tissue resistance. 
If the operator finds that this fixation has been lost, 
the manipulation should be repeated, attempting 
either to increase the force to establish fixation, or 
decrease the force and range of movement to insure 
that the fixed point be not overcome and lost. An 
exhaustive study of the problems of technic, from 
the standpoint of analysis, instruction, and success- . 
ful results in overcoming disease processes, has 
shown with increasing conclusiveness that a fun- 
damental fault with many otherwise successful 
manipulations lies in the fact that the force is not 
accurately localized. 


Widespread misunderstanding in technic and a 
great obstacle in the development of technic has 
arisen from the statement that nature tends toward 
normal. Although this statement in a general way 
is true, it is not true in the sense that lesions tend 
toward selfadjustment if generalized forces are 
applied to them. The converse is probably true. 
Perhaps this error in thought is best demonstrated 
by the persistence of lesions even under the appli- 
cation of skilled treatment. It is probable that 
lesioned joints resist reduction even at the expense 
of trauma or relaxation in neighboring articula- 
tions. Most experienced operators are aware of the 
extreme precision with which force must be brought 
to bear upon this tissue resistance in lesion if it is 
to be successfully overcome. 


Many efforts have been made to define the 
ranges of movement and amount of force requisite 
to effect reduction. No such criteria can be founded 
in fact. Such predetermined rules are inaccurate 
because they do not include the variations of the 
lesion itself nor the peculiarities of the individual. 
Such a rule is applicable to only one specific lesion 
in one individual alone. The ranges of movement 
and amounts of force must be determined upon the 
basis of tissue resistance present in the lesion under 
treatment. At the beginning of the application of 
force for adjustment, the operator should attempt 
to gauge range and force in proportion to the ex- 
pected requirement. No operator may accurately 
predetermine these two factors. It is, therefore, 
best to use manipulations which may be carried 
out slowly in order that the force may be adapted 
while the manipulation is in progress in accord 
with the tissue resistance. Such precision might be 
considered the criterion of skill in the application 
of technic. 
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SUMMARY 


1. Attention has been called to those qualities 
of lesion to which forces are applied. 

2. These are all included under the heading of 
tissue resistance. 

3. It has been pointed out that a knowledge of 
the changes in tissue resistance or tension and the 
changes in the quality of motion produced by an 
abnormal tissue tension, make up one basis for the 
study of lesion pathology. A knowledge of the 
normal or physiological movements of a spinal 
joint is essential because the application of force to 
a lesioned joint must be directed along a physio- 
logical plane of movement. 
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4. Special importance has been noted concern- 
ing the necessity of the establishment and main- 
tenance of a fixed point against which force may 
be specifically applied. 


5. Attention has been called to the necessity 
of adapting the ranges and degrees of force to the 
ability of the operator to maintain this point of 
fixation. 


6. It has been shown that there is no criterion 
for range of movement and force in a manipulation 
other than the specific requirements of the tissue 
resistance in the joint being treated. 


Persistent Occiput Posterior in Labor: Its Cause and Management: 


Wayne Dootey, D.O. 
Los Angeles 


“Persistent occiput posterior” is responsible for 
a large percentage of the difficulties during labor, 
which confront the obstetrician. Unfortunately for 
all concerned, I find in my own work, and from 
reports of other obstetricians, that the incidence is 
increasing, particularly in primipara. Therefore it 
is my desire to discuss briefly some of the most 
common causes of this condition and the treatment 
which has proved most satisfactory. 


The mechanics of normal labor is such that the 
large dimensions of the head fit the large dimen- 
sions of the bony pelvis. In cephalic presentations 
the head enters the pelvis with the sagittal suture 
in the diagonal at an angle of 45 to 50 degrees from 
the anterior-posterior mid-line of the pelvis. This 
places the occiput in the right anterior quadrant of 
the pelvis in case of right occiput anterior position 
and in the left anterior quadrant in case of a left 
occiput anterior. As descent of the head occurs, 
flexion increases and internal rotation takes place, 
in which case the occiput rotates anteriorly until 
the sagittal suture is in the anterior-posterior mid- 
line of the pelvis as the head passes under the 
symphysis. The head is then delivered by extension. 


The mechanism of a labor complicated by a 
posterior occiput is vastly different from that just 
described. In this case the head is forced into the 
pelvis in a transverse position usually with some 
degree of deflexion and as the head descends, the 
normal flexion is prohibited and the occiput rotates 
posteriorly. There are several types to be con- 
sidered : 


1. If the pelvis is small enough to prohibit 
sufficient descent for the occiput to rotate pos- 
teriorly or the powers are not sufficient to force the 
head deeply into the pelvis, we have what we call a 
“high transverse arrest”. The mechanism is halted 
in the early stage and the head remains at the pelvic 
inlet in a transverse position. 


2. Next we have the type where the inlet has 


*Given before the A.O.A. Convention, Milwaukee, 1933. 


caused the difficulty in engagement and as the head 
descends to the middle or largest plane of the 
pelvis, the occiput finally rotates anteriorly and 
rapid delivery follows a long period of labor. In 
order to have this take place, the pelvis must be 
adequate in the mid-plane and the uterine contrac- 
tions must be very strong. 


3. Then comes the type where the occiput will 
not rotate anteriorly but rotates to an occipito- 
sacral position. In this case the sagittal suture is 
in the anterior-posterior mid-line of the pelvis with 
the occiput on the mother’s sacrum and delivery is 
finally accomplished in that position, the face com- 
ing down under the symphysis. 


4. The typical posterior occiput is the most 
common type. The head enters the pelvis in a 
transverse position, rotates with the occiput in one 
of the posterior quadrants of the pelvis, the sagittal 
suture being in the diagonal. The head is lodged 
in the pelvis in this position and progress stops. It 
is obvious that this is a dangerous situation for 
both mother and baby. 


Now that we have considered the mechanics of 
the condition, let us consider some of the causes. 
The causes of posterior occiput might be divided 
into two classes: 


1. Those deformities of the bony pelvis which decrease 
the anterior-posterior diameter of the pelvic inlet to such an 
extent that engagement though still possible, is difficult. 


2. Those deformities or positions of the uterus which 
hold the fetus in a position unsatisfactory for normal en- 
gagement of the head. 


In the first classification, the flat or rachitic 
pelvis is a common cause. It can be recognized by 
pelvimetry. The most common cause, I believe, is 
the “jutting promontory of the sacrum”. This is the 
protrusion of an abnormally large sacral promon- 
tory into the pelvic inlet which of course decreases 
the anterior-posterior diameter of the pelvis. There 
may be an extreme anterior curve of the lower 
lumbar region, pushing the fourth and fifth lumbar 
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vertebrz anteriorly until the same effect is pro- 
duced. These conditions are rarely diagnosed until 
the time of operative delivery. It is a question 
whether the fad of a few years ago when the young 
girls wore the extremely high heels, was respon- 
sible for the increase in the number of these con- 
ditions. It could have produced the mechanical back- 
ground for such a state. 


In the second classification, we will consider 
the uterus which is held by postoperative adhe- 
sions, the extremely pendulous abdomen and con- 
genital deformities of the uterus. Any or all of these 
conditions could hold the fetus in a position which 
would be unsatisfactory for normal engagement of 
the head. 


The clinical course of labor in a persistent 
occiput posterior is characterized by early rupture 
of the membranes, normal progress until cervix is 
about 4 cm. dilated; then a slow, extremely painful 
labor with the lower back pain being greater in 
some cases than the pain from the uterine contrac- 
tions. The fetal heart may be audible over all of 
the lower abdomen; showing that the back of the 
fetus in utero may rotate posteriorly as the occiput 
rotates. The termination of labor will depend upon 
which type of case is present. 


Diagnosis is always an important point in the 
consideration of any condition. This rule certainly 
applies here because upon the physician’s ability to 
diagnose a posterior occiput may rest the life of 
the baby and the welfare of the mother. The clin- 
ical course of labor is so typical that it is diagnostic 
in most cases, but this is a tentative diagnosis and 
we are only interested in definite and constant diag- 
nostic points. From the preceding explanation one 
would conclude that in order definitely to diagnose 
a posterior occiput, it would be necessary to locate 
the occiput in one of the posterior quadrants of the 
pelvis. This is done by rectal or vaginal examina- 
tion. Probably all of us have been taught to diag- 
nose position by locating the fontanels. To me this 
seems a very unsatisfactory method due to the fact 
that in nearly every case, the fontanels are oblit- 
erated or practically so, as the head enters the 
pelvis. The occiput is the landmark which we are 
seeking, so why not locate it directly? It is easily 
located with the proper technic and is a constant 
landmark. It is impossible for anyone definitely to 
diagnose position until the cervix is dilated to from 
4 to 6 cm. Therefore when the cervical dilatation 
will permit, we locate the sagittal suture with the 
examining finger. The sagittal suture will be either 
in the transverse or diagonal plane. We next fol- 
low the sagittal suture to either end and then it is 
necessary to differentiate the occipital bone from 
the frontal bone. This is easily done, for the occiput 
has a firm, solid feel to the examining finger, while 
the frontal bone is more unstable and gives less 
resistance. The frontal bone is divided by the 
frontal suture while the occiput is solid with no 
dividing line. The occiput resembles the letter “U” 
with the sagittal suture extending downward from 
the base of the letter, while the frontal end of the 
sagittal suture resembles a cross, the coronary 
sutures lacking the curve of the lambdoidal sutures, 
which bound the occiput. During labor the method 
outlined above will be satisfactory in all cases. 


However, if one is called in consultation and wishes 
to make a definite diagnosis of the position before 
using forceps, the following method is suggested, 
when the head is molded to an extreme degree. 
Displace the head sufficiently to allow two fingers 
to slip around the head and locate the ear. We 
know that the lobe of the ear points towards the 
occiput. This method will enable the operator to 
locate the necessary landmarks and apply the for- 
ceps correctly. 


The treatment of persistent occiput posterior is 
to be considered carefully because these cases need 
treatment and by using the proper treatment we 
may save the patient several hours of severe labor 
and at the same time protect the life of the baby. 
Let us consider the treatment as conservative and 
operative. 

In all cases the cervical dilatation is the diffi- 
cult problem. Progress will be satisfactory until 
the head is lodged in the pelvis. The cervix is 
usually about 4 cm. dilated by this time. Then 
progress will be very slow and the labor extremely 
painful. In my opinion this is an ideal place for the 
use of sedatives. Pantopon gr. 1/3 or dilaudid gr. 
1/32 to 1/16 followed by quinetheroil oz. IV to VI 
given rectally has proved most satisfactory in my 
hands. This treatment may be repeated in long 
cases usually with no bad effects. When the cervix 
is completely dilated and you have definitely located 
the occiput in one of the posterior quadrants of the 
pelvis, the time has arrived when you can and 
should help the patient. In a small percentage of 
cases the uterine contractions are severe enough to 
rotate the head either anteriorly or into a posterior 
sacral with spontaneous delivery following an ex- 
tremely long and painful labor. The head is ex- 
tremely long and in the cases where the child is 
alive, there are nearly always marked pressure 
symptoms. The mortality rate is high in cases of 
persistent occiput posterior because of the extreme 
pressure on the fetal head and also because of the 
prevalence of uterine contraction rings in long inef- 
fectual labors. We know that a contraction ring is 
a tetanic contraction of the uterine muscle and the 
blood spaces are cut off sufficiently to asphyxiate 
the child in many cases. Therefore I contend that 
as soon as we have complete cervical dilatation, we 
should deliver the child and avoid the dangers just 
mentioned. 


In considering operative delivery, let us as- 
sume that we have a patient with complete cervical 
dilatation and a persistent occiput posterior. I wish 
to describe three methods of delivery, which have 
been most successful in my hands, in the order of 
their desirability. 


The first method is truly osteopathic in prin- 
ciple. Prepare the patient for delivery and after 
you have scrubbed, gloved and gowned, insert two 
fingers into the vagina and working between con- 
tractions rotate the head so that the occiput is in 
the anterior quadrant of the pelvis; that is, you 
would change an R.O.P. to an R.O.A. or an L.O.P. 
to an L.O.A. Hold the occiput in this position until 
the next uterine contraction, then have the patient 
work with the contraction and in many cases the 
head will slip down into the pelvis in the anterior 
position and delivery will be normal from that 
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point on. It is necessary to dislodge the head 
slightly to accomplish the rotation as outlined 
above. This procedure will not work in every case. 
However, I believe that if the occiput will rotate 
spontaneously after several additional hours of 
labor, you can always rotate it manually as soon 
as the cervix is dilated. 


The second method, or the method of choice in 
case rotation fails, is delivery by version and ex- 
traction. I prefer version and extraction to forceps 
in any case, provided the conditions for doing ver- 
sion are present; i.e., adequate room in the uterus 
to permit the version; no great disproportion be- 
tween the passage and the passenger, and complete 
cervical dilatation. 


The third method is delivery by forceps. If the 
rotation as outlined in the first treatment is unsuc- 
cessful and the conditions will not permit version 
and extraction, we must fall back upon forceps. 
There are many modifications of the forceps treat- 
ment, such as the old Scanzoni maneuver and the 
later use of Kjelland’s forceps for rotation, followed 
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by the application of Simpson’s forceps for delivery. 
However I prefer the manual rotation method. In 
this procedure, the head is rotated manually until 
the occiput is in an anterior position. It is necessary 
to displace the head partially in order to rotate it 
but this objection is short lived because the head 
may easily be forced into the pelvis again by pres- 
sure on the fundus of the uterus. Then the appli- 
cation of Simpson’s forceps is made and the de- 
livery is usually easily accomplished. 


In conclusion I would like to repeat my plea 
for the early diagnosis and treatment of posterior 
occipital positions. When the cervix is completely 
dilated or easily dilatable and no progress is evi- 
dent, it is my contention that delivery is indicated 
by one of the three methods herein outlined, and 
that by following this procedure we will reduce the 
fetal mortality and preserve the resistance of the 
mother. DeLee makes this statement in one of his 
works: “We should determine what a patient can 
accomplish, not what she can endure.” 

609 S. Grand Avenue. 


Infant Development and Feeding the First Year* 


May L. Watstrom, D.O. 
Chicago 


In the field of pediatrics, more than in any other 
field of study, we have brought home to us the great 
fact of individuality. No two babies are alike. They 
cannot be treated, nor be expected to develop, in the 
same way. The factors which govern normal develop- 
ment are as yet very incompletely understood, yet we 
know without question that growth is greatly modified 
by intrinsic properties such, for instance, as the bal- 
ance among the glands of internal secretion. We 
know, too, that heredity, as well as environment, play 
important parts. 

Since nearly every form of acute or chronic 
disease impairs growth to some extent, it follows that 
regular growth is perhaps the best measure of health 
we possess. It is of the utmost importance that ac- 
curate observations upon growth and development be 
made during infancy and childhood. Such observa- 
tions make possible the early detection and arrest of 
many diseases and disorders of nutrition; they should 
be made a part of the routine physical examination 
of every child, for it is only by familiarity with the 
normal that the detection of the abnormal becomes 
easy. 

The development of the child should be checked 
regularly, not only from the angle of relative weight 
and height, but also from that of comparative body 
measurements. Any striking deviation from the nor- 
mal should be looked into. 

WEIGHT 
The average weight of a child at birth is seven 


pounds. It may lose as much as one-tenth of its body 
weight the first three days, or until the normal breast 
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milk begins to come in; but this weight is generally 
gained back by the tenth day, or before the baby 
leaves the hospital. If the baby weighs six pounds or 
over and is gaining nicely it is put upon a four-hour 
schedule; if it weighs less than six pounds at birth 
and when leaving the hospital, it is put upon a three- 
hour schedule. 

Regardless of the type of feeding, we like to 
have the average baby gain from six to eight ounces 
a week for the first six months, and from four to six 
ounces a week the second six months. This may be 
a little higher than the average, but we find that with 
the clinic babies, if their general resistance is built 
up the first six months, they are much less apt to lose 
weight when they start creeping and walking, and 
they are less susceptible to the childhood diseases. It 
helps to raise their general resistance. (In Holt’s 
new tenth edition, just off the press, he also advo- 
cates the heavier gain for the first six months.) 
Broadly speaking, a baby should double its birth weight 
at five to six months, and treble it at one year. Dur- 
ing the first two years, weight is figured according to 
birth weight and age, but after that is figured in pro- 
portion to height. Anything more than 10% below or 
more than 15% above average is abnormal. 

GROWTH 

The average birth length of a baby is between 
19 and 20 inches. During the first year of life the 
baby should grow 9 inches; the second, 4; the third, 
3%; the fourth, 3; the fifth to eleventh, 2 inches a 
year. Comparative measurements should approximate 
these figures: 

Trunk. At birth the trunk is relatively long and 
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the extremities short. The middle of the body at 
birth is 34 inch above the center of the umbilicus. 
The limbs are 43% of length at birth, 54% of length 
at 5 years and 60% of length at 16 years. 

Head. At birth the average circumference is 13% 
to 14 inches. There is an increase of 3 inches the 
first 6 months and 1 inch the second six months, or 
4 inches during the first year. The child’s head grows 
more during his first year than during all the rest of 
his life. This is very important to know when check- 
ing babies who have had head injuries. It is im- 
portant to give the mother instructions in maintaining 
shape of baby’s head. 


Sutures. Sutures should all be closed by 6 months, 
not later than 9 months. 


Fontanels. The posterior fontanels should be 
closed by the end of the second month, the anterior by 
the end of the eighteenth month (14 to 22 months). 
At 1 year anterior fontanels are usually three-quarters 
closed, and it is abnormal to have them open at 2 
years. The closing is delayed in rickets, cretinism, 
hydrocephalus and hereditary conditions. The closing 
comes early in microcephalus. 

Chest. At birth, the nipple line measurement an- 
teroposteriorly is about the same as, or one-half inch 
less than that of the head. At 1 year the 2 measure- 
ments are about the same, and at 2 years the average 
circumference of the chest exceeds that of the head. 
The average growth is 1 inch a year until the fifteenth 
year. The average is then 30 inches. 

Abdomen. Up to 2 years the abdomen is the 
same in circumference as the head and chest. The 
average length of the intestinal tract at birth is 13 
feet. It increases about one-third in length the first 
year, making it 17 to 18 feet. The average large in- 
testine at birth is 26 inches and increases to 35 inches. 
The ascending and descending colons are short in 
proportion to the transverse colon. The sigmoid at 
birth is destended with meconium, and throughout 
infancy extends higher into the abdomen than dur- 
ing later life. Therefore in constipated babies, sig- 
moid distention persists, the whole colon dilates and 
the pot-belly develops. These conditions are also due 


to deficiency diseases in which atonic musculature 


develop. 

Special Senses. The development of the special 
senses, as well as the growth of the body parts, may 
be checked for normality. By the end of the third 
month, the muscles of the eyes should be codrdinat- 
ing. The child should recognize objects at the end of 
6 months. A child is deaf the first 24 hours, then the 
hearing is keen. At birth the sense of touch is pres- 
ent in the tip of the tongue and lips. By the third 
month the entire body is fairly sensitive. The sense 
of taste is keen from birth, especially to sweet, sour, 
and bitter. 

Speech. The ability to speak varies. The aver- 
age child is saying a few words at the age of 1 year, 
and at 2 years is able to put two or three words to- 
gether in sentences. 

Dentition. The first 20 teeth erupt between the 
sixth and twenty-second month. 


ENVIRONMENT AND HYGIENE 


The complete physical examination of a baby 
does not stop, however, with a check-up on weights, 
measures, and sense development. It inquires as well 
into the three factors upon which that normal weight 
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and height development are dependent: inheritance, 
environment, and nutrition. The first of these will 
not be discussed here, aside from recognition of the 
fact that certain diseases and disease tendencies are 
inherent, and that inherent endocrine function has 
much to do with development. 


As physicians, we should never be too busy to 
discuss with mothers the paramount importance of 
giving their babies the best of hygienic care and en- 
vironment. They should have impressed upon them 
the necessity of regularity in feeding and sleeping, of 
proper bathing routine, of hygienic care of the baby’s 
clothing, and of sufficient exposure to sunshine. No 
less important is the mental attitude of the mother. 


The normal development of the child’s nervous 
system demands quiet and freedom. The brain of an 
individual develops more during the first year of life 
than during all the rest of life. It is to avoid undue 
stimulation or fatigue that babies should be left in 
their nurseries almost entirely. Many psychologists 
maintain that personality is very largely determined 
during the first years of life. Peculiarities are often 
traced to mental injuries received during those years. 
After the fifth year, emotional and intellectual habits 
become increasingly difficult to change. 


FOOD 


Dr. Holt says “Nutrition in its broadest sense is 
the most important branch of pediatrics.” A knowledge 
of its fundamental principles is essential to the 
physician if he is to be able to apply preventive and 
corrective measures. Statistics show that most deaths 
during the first year can be traced directly or indi- 
rectly to nutritional errors, and those not resulting 
fatally may lead to rickets, anemia, scurvy, and sim- 
ilar diseases. 

From an osteopathic standpoint, I would say that 
each case is a law unto itself, in that all have inherent 
tendencies which will show up in spite of environment 
and food. Therefore it is impossible to give rules in 
infant feeding that will include all babies. Each case 
must be treated as an individual. A baby’s weight 
and growth should be the guides in his feeding. A 
baby’s mechanism is taxed to capacity in every way 
during its first year of life, which accounts for the 
high mortality rate of 14 per cent during the first year. 
For that reason it would seem that we do not pay 
sufficient attention to early infant care and feeding. 


BREAST MILK AND MOTHER'S CARE 


In feeding a baby, we always prefer breast milk. 
These cases cause much less worry for the doctor, 
for the first six months anyway, and the old say- 
ing “the baby has had a good start” generally ap- 
plies, providing the mother takes care of herself, and 
her milk is sufficient. When mothers come to us com- 
plaining of not having enough milk, we always check 
into the situation carefully, and generally find by re- 
arranging the mother’s diet, providing more rest, and 
giving manipulative treatment to free the ribs and 
to stimulate the thoracic region, her milk will increase. 


SIMPLE FORMULA. 


In case the baby is on artificial feeding, we find 
that the more simple the formula the better, and in 
our infant feeding clinic we made it a rule never to 
change the diet of a new baby until we have had a 
chance to see, treat and study the case. Oftentimes 
we have found that the trouble could be eliminated 
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without changing the type of feeding. Many mothers 
feel that if they follow the health commissioner’s or 
the Government charts on infant feeding to the letter, 
they are raising their babies according to Hoyle. 
These charts give the feeding for an average baby 
of three or six months, and the mother in trying to 
follow this explicitly, forgets that her baby may not 
be one of the average cases. This situation has 
brought the development of the many child welfare 
stations in every community, where mothers can go 
at regular intervals and receive individual advice. 


TYPES OF ARTIFICIAL FEEDING 


The types of artificial feeding include modified 
cow’s or goat’s milk, on the one hand, and prepared 
feedings (Lactogen, S.M.A., Dryco, Similac, etc.), 
on the other. While the selection of the food should 
be determined by the nutritional requirements of the 
individual baby, certain basic essentials are necessary. 
The milk or preparation should contain sufficient pro- 
tein, carbohydrate, mineral salts, water, and vitamins 
A, B, C, and D. The food must be free from harm- 
ful bacteria and must be digestible. 


The great majority of clinics advocate the use 
of some form of modified cow’s milk whenever nec- 
essary. We use as milk modifiers dextrimaltose, lac- 
tose, Karo syrup, honey, and occasionally brown 
sugar. We have also used Lactogen and S.M.A. We 
have used all of these foods with good results. Many 
babies came to us from doctors in different parts of 
the country. These babies were on different form- 
ulz and when we found the child gaining as it should, 
we did not change the formula. 


In building a feeding formula, we allow a cer- 
tain number of calories for every pound of body 
weight. During the first week of life body metab- 
olism is low. The second week it is increased, and 
requires 55 to 60 calories a pound. This gradually 
decreases up to six months, and we allow 45 to 50 
calories a pound. During the second six months, the 
body metabolism further decreases, and we allow 40 
to 45 calories for every pound of body weight. 


A simple system is to allow, at one month, 500 
calories for every 24 hours; at 2 months, 600; 4 
months, 700; 6 months, 800; 9 months, 900; 1 vear, 
1,000; 2 years, 1,200. 

After determining the number of calories re- 
quired, we must next determine how much is to be 
protein, carbohydrate, fat and other parts of the 
diet. We base our decision on these facts: 


Protein. 1 gram gives off 4.1 calories and the 
baby takes in the form of breast milk 2.5 ounces a 
pound body weight each 24 hours, and in cow’s milk, 
1.5 to 2 ounces a pound body weight. 


Carbohydrate. 1 gram gives off 4.1 calories and 
the baby takes not less than 1 per cent of the body 
weight or .15 ounce a pound if breast fed. In cow’s 
milk feeding one-third is in milk and two-thirds sup- 
plied as other carbohydrate, as dextrimaltose, or 1 
part carbohydrate to each 10-15 parts milk. 


Fats. 1 gram gives 9 calories. There is no occa- 
sion for concern here, because a child gets a normal 
amount either on breast milk or cow’s milk. 


Thus, in order to figure out the full capacity 
feeding for a baby, and one that will contain the 
proper proportions, it is necessary to know the age, 
weight, birth weight, and proper weight. The num- 
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ber of calories for 24 hours, as well as the number 
of ounces of milk and carbohydrate, may then be de- 


termined. 
AVERAGE CASE 


According to one authority, a normal infant, 1 
month old, that weighs 8 pounds, with a birth weight 
of 7% pounds, should be on a four hour schedule, or 
6 feedings every 24 hours. The formula is: 8 (body 
weight) times 1%4 equals 12 ounces milk, times 20 
(number calories to ounce of milk) equals 240, the 
number of calories the baby should be getting in milk 
every 24 hours. To that should be added 1 ounce, or 
120 calories carbohydrate and 12 ounces water (6 
times 4). The total number of calories for 24 hours 
is then 360. 


The ideal feeding, other writers tell us, is 416 
calories every 24 hours (8 times 52, calories to 
pound of body weight). This is the full capacity 
feeding. It is easy to build up a formula with the 
addition of milk and carbohydrate, but it is always 
best, with modified cow’s milk, to start a baby 
on a dilute formula until he becomes adjusted to 
it, and then to increase it gradually. 


SHORT CUTS TO FORMULAE 
For a short cut in the determination of a for- 
mula, the age plus 2 gives the amount in ounces 
at each feeding. This multiplied by the number 
of feedings a day gives the amount for 24 hours. 
To determine how much of that feeding (full 
capacity) should be milk, subtract 4 from two times 
the baby’s weight. The remainder will be, of course, 
carbohydrate and water. 


This table of measurements of carbohydrates 
is offered as a guide: 


Dextrimaltose ........ 120C 
Cane sugar ............ 120C 
Milk sugar .............. 120 C 
Karo syrup ............ 120 C 


A supplementary feeding, to increase the cal- 
orie intake, is often made by adding honey to the 
water. Mothers usually prefer teaspoon to table- 
spoon measurement, so it is well to figure the honey 
on the basis of 20 calories to the teaspoon (120 
divided by 6, since there are three teaspoons to a 
tablespoon.) 

CARBOHYDRATE TOLERANCE 

The carbohydrate tolerance in the use of sugar 
is 14% ounces to a pint and 3 ounces to a quart 
until the child is 6 months old. It should then be 
reduced, from 1 ounce to 11 pounds body weight, 
to 1 ounce to 20 pounds body weight, until at one 
year the child is taking 28 to 32 ounces straight 
milk in four feedings. The diet is, of course, sup- 
plemented by this time with fruit juices, vegetables 
and cereal. 


In the use of dextrimaltose, 1 ounce to 10 pounds 
body weight (4 tbs, or 120 calories), and 114 ounces 
over 10 pounds body weight (6 tbs, or 180 calories). 


These are but a few of the high points in the 
care and feeding of a child during the first year of 
life. There is nothing more important. A firm 
structure must stand upon a solid foundation. If 
we are to have healthy adults, we must give them 
that solid foundation of nutrition during their first 
year of life. 

1525 E. 53rd St. 
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Principles of Manipulative 


Treatment 
The Low Back Problem 


W. A. Scuwas, D.O. 
Chicago 


XV 
STATISTICS AND SUMMARY 


The case records and roentgenograms of the 540 
patients on which so much of the material in this 
series of articles was based, yield the statistics pre- 
sented in this final installment. I examined and 
treated these patients during the period from 1921 
to 1932. Only cases in which all records were com- 
plete have been included. As far as possible the 
series has been restricted to patients presenting 
backache due to a structural or mechanical irrita- 
tion. In seventy-six other patients, not included in 
the series, there were low back symptoms due to 
reflexes from such causes as acute appendicitis or 
renal calculus or to the toxemia of an acute infec- 
tious fever. Of a total number of 616 patients ex- 
amined during this period and presenting distinct 
pain in the lumbar and sacral regions, 540 cases, or 
88 per cent, were due to structural mechanical causes, 
and only 12 per cent to visceral and other disease. 

In preparing Table I, which gives the general 
classification of the exact mechanical cause of the 
low back pain, some difficulty was encountered in a 
number of patients in determining just which etio- 
logic factor was truly primary. No small number 
presented several of the listed causes. For example, 
in an adult with a congenitally dislocated hip it is 
difficult to estimate which produces more havoc in 
spinal and other structure above—the actual short- 
ness of the support, or the error of locomotion’ from 
the defective articulation. In these various complicated 
cases the primary cause was finally determined from 
treatment results, ease of elimination or sequence of 
symptomatic disappearance. 


TABLE I—ETIOLOGY OF LOW BACK PAIN 


No. of Percent- 


Cases age 
Primary Actual Short Lower Extremity..345 64 
Primary Errors of Locomotion.................. 32 6 
Primary Psoas Fibrositis is 46 8.5 
Primary Sacro-iliac Maladjustment.......... 33 6 
Primary Lumbar Maladjustment.............. 22 4 
Primary Upper Structural Maladjustment 3 a 
Congenital Deformities 51 9.5 
Other Causes .... 1.5 
540 100.0 


NOTE: For etiologic factors listed as other causes see Page 245, Jour. 
Am. Osteo. Assn., February, 1934. 


In the above table attention is called to the great 
number of patients presenting Primary Actual Short 
Lower Extremity. In 345 cases out of 540 the actual 
inequality of the length of the bones of the lower ex- 
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tremities, as measured by the standing physical and 
roentgenologic methods, amounted to over one-half 
centimeter. In all cases, correction for shortness in 
the extremity was made by methods discussed in pre- 
vious papers, and low back strain was eliminated. 
Favorable results were the rule, and communications 
from many other physicians in the last two years re- 
port similar results. 

It should be noted also that the two other items 
of which little has been written heretofore, viz., loco- 
motive errors and psoas fibrositis, are frequently en- 
countered. When these are added to the short lower 
extremity cases, the total is 423, or 78.5 per cent of 
all cases. No single principle in the technical analysis 
of patients suffering from low back distress has 
yielded greater results and satisfaction to the writer 
than the appreciation of the importance of these 
neglected etiological factors. 


TABLE II—CAUSES OF SHORT LOWER EXTREMITY 


No. of Percent- 


Cases age 
Simple Unequal Development.................... 183 53 
Epiphyseal Injury Before Maturity.......... 4 1 
Fracture With Shortening.......................... 36 11 
Fracture With Lengthening...................... 25 7 
Weak Foot With Diminished Support... 5 1 
Epiphyseal Irritation With Lengthening.. 27 8 
Dislocation of Articulations...................... 9 3 
Unilateral Coxa Vara.................... 8 2.43 
Arthritis 4 1 
Perthes’ or Legg’s Disease 2 57 
Postsurgical Shortening 5 1 
Sacral and Innominate Deformities.......... 9 3 
28 8 
345 100 


NOTE: For types included in this last classification see Page 256, 
Jour. Am. Osteo. Assn., March, 1932. 


The multiplicity of causes capable of producing 
actual inequality in the lengths of the lower extremities 
as shown in Table II will explain why the condition is 
common. This table also shows that simple unequal 
development is the most frequent cause of inequality 
in lower extremity lengths. The reason for this was 
explained in an earlier article. Most of the other 
items are self-explanatory. 

Table III shows the different locations of pathol- 
ogy which affect lower extremity movement and, con- 
sequently, the process of locomotion. 


TABLE III—CAUSES OF ERRORS OF LOCOMOTION 


No. of Percent- 


Cases age 

Restricted Motion of any Articulation in 
Lower Extremity 23 27 
Primary Actual Short*Lower Extremity 52 62 
Disease of the Central Nervous System..... 4 5 
Other Causes : 5 6 
84 100 


It will be noted that Table III shows a greater 
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4 total of cases of this condition than appeared in 
Table I. It will also be seen that if Short Lower 
Extremity is not included, the total member is the 
same as in Table I. This is explained by the fact 
that Table III includes those cases of short lower 
extremity in which, due to extreme shortening, the 
locomotive error was a striking feature. This is done 
to emphasize the fact that in many cases, 52 per cent 
of this entire group, short extremity is the cause of 
locomotive error, which error in reality is the damag- 
ing influence.? The other items in Table III were ex- 
plained in detail in an earlier article. Their ability to 
produce aggravating recurring lower back symptom- 
¥ atology will be understood after its careful reading. 


TABLE IV—PRIMARY PSOAS FIBROSITIS 


No. of Percent- 


Cases age 
Bilateral 7 15 
46 100 


In the article discussing primary psoas fibrositis, 
it was explained that roentgenologic investigation dis- 
closes innumerable possible causes of minor, and usu- 
ally unrecognized, states of psoas muscle inflammation. 
Persistent mechanical tension, local infection, systemic 
toxemia, structural maladjustment such as lumbar or 

> sacro-iliac lesions, and visceral disease all can pro- 
duce a secondary, but low grade, psoas inflammation. 
It was also emphasized that only one cause is really 
primary, per se, and that that cause is sudden local 
trauma. Therefore all cases in Table IV showed a 
distinct traumatic history. They required specific psoas 
muscle therapy, which was described in the article 
upon psoas fibrositis. The other causes of inflamma- 
tion and their treatment were described in detail in 
the same article. Psoas fibrositis is an extremely im- 
portant and often neglected primary cause of low 
back pain. There is so much to be known about it that 
no one is likely to have an exhaustive knowledge of it. 


TABLE V—ETIOLOGY OF PRIMARY SACRO-ILIAC 


MALADJUSTMENT 
No. of Percent- 
Cases age 
Forced Lumbar Lordosis Transmitted to 
S 
acrum 
Forced Lumbar Forward Bending Trans- 
mitted to Sacrum 2 6 
Forced Torsion of Sacrum Backward on 
the Right 17 51 
Forced Torsion of Sacrum Backward on 
the Left 10 31 
Forced Side-bending of Sacrum................ 1 3 
33 100 
It may surprise some that so few primary sacro- 
-iliac maladjustments were found in the series. The 
t article on sacro-iliac lesions explained that the move- 


ments causative of the true primary sacro-iliac lesion 
are encountered suddenly and that there is consider- 
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able injury to the articular structure. It was there ex- 
plained that most sacro-iliac lesions are compensatory 
rather than primary. For that reason the real primary 
causes named in the preceding tables should first be 
sought. It is the doctor who is able to visualize all 
of the forces exerted on the lower back who will be 
able to understand the diagnosis, the treatment, and 
the elimination of primary and compensatory pathol- 
ogy alike. Various forced movements produce the 
traumatizing effect to the sacrum mentioned in Table 
V, which, in turn, strain or lesion the sacro-iliac artic- 
ulation. The analysis of these movements given in the 
table is as accurate as the history and the examination 
of the results found in the structure of the sacro-iliac 
mechanism permits. Usually there is a combination of 
the stresses named, with one predominating. 

It was found impractical to compile statistics of 
much if any value, on the causes of or the various 
types of Primary Lumbar Lesions. There were only 
twenty-two patients who presented true Primary Lum- 
bar Maladjustments, the reason for the small number 
being the same as for the few primary sacro-iliacs. 
These were all traumatic, being primary and not com- 
pensatory. Sixteen exhibited extension-rotation side- 
bending lesions, nine of the fourth on the fifth lumbar, 
three of the third on fourth, one of the second on 
third, three of the first on second, and none of the 
lumbosacral junction. Five primary disk injuries were 
encountered, and one combination right curve in hyper- 
flexion of the lowest three segments. Of the sixteen 


extension-rotation-side-bending type, eleven were pos- 


terior on the right and side-bent, concave on the right; 
five concave and posterior on the opposite side. 


TABLE VI—TYPES OF CONGENITAL DEFORMITIES 


No. of Percent- 


Cases age 

(a) Congenital Deformities That Unlevel 

Sacrum: 

Sacral Maldevelopment .................... 5 10 
Coxa Vara or Valga 2 3 

Congenitally Maldeveloped Innom- 
inate 4 8 
Congenital Dislocation of the Hip........ 4 8 
15 29 


(Primary Short Lower Extremity when con- 
genital, not included.) 
(b) Congenital Deformities That Do Not 
Unlevel Sacrum: 
Sacralization of the Fifth Lumbar 


Vertebra 13 25 
Lumbarization of the First Sacral 

Segment 2 4 
Spondylolisthesis 6 12 
Spina Bifida Occulta 4 8 
Lumbar Rib 1 2 
Extra Lumbar Vertebra 9 18 
Extra Parts of Lumbar Vertebra.... 1 y 2 


TO 36 71 
Grand Total....51 100 


The figures upon Primary Upper Structural Mal- 
adjustment are likewise of little value. They produced 
low back pain because of compensatory lumbar change. 
One of the three listed consisted of fracture and de- 
tachment of the spinous process and laminae of the 
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eleventh dorsal. In one case contracture in the pos- 
terior ligaments occasioned marked lordosis of the 
lumbar region, with resulting pain. In another, a 
marked dorsal kyphosis, due to fracture of the body 
of the eighth dorsal, resulted in an extreme lessened 
lumbar lordosis to maintain equilibrium, with much 
distress at the lumbosacral junction. The third case 
was quite similar to the last, with compression fracture 
at the twelfth dorsal. These compensatory changes in 
balance are important in teaching the necessity of 
visualizing the body as being interdependent in all its 
parts, whether closely related or far removed. 

Table VI is almost self-explanatory. The article 
upon Congenital Deformities attempted to show that 
deformities which serve to unlevel the top of the 
sacrum are the most productive of low back pain. They 
are listed in the table. This type requires greater 
compensatory change than do those deformities 
which do not disrupt lower spinal support. 

The second class of deformities was shown to 
cause low back discomfort because of minor weak- 
ness, strain or irritating pressure. Classifying con- 
genital deformities in these two divisions clarifies the 
treatment methods. 


TABLE VII-OTHER CAUSES OF LOW BACK PAIN 


No. of Percent- 


Cases age 
Metastatic Malignancy 25 
Kiimmell’s Disease 1 12.5 
Fractured Transverse Processes...........------- 1 12.5 
Hypermobile Symphysis Pubis.................... 2 25 
Unknown Zz 25 
8 100 


The etiologic factors of low back pain appearing 
in Table VII, while appearing last in the series, are 
quite important. Metastatic malignancy should be 
recognized i in time to prevent manipulative treatment. 
Two cases in the series of 540 would seem to make 
this condition one on which constant attention could 
well be focused. The other items in the above table 
are better known and require no comment. 

Most osteopathic physicians are characteristically 
earnest in their desire to relieve human discomfort. 
To this end they labor harder than their allopathic 
contemporaries. In practically all fields allopathy is 
sadly behind osteopathy in its demonstrated accom- 
plishments in relieving sufferers. Acute infectious 
diseases, non-surgical visceral disease and all ortho- 
pedic conditions respond most practically to osteo- 
pathic ministrations. Should we in osteopathy rest at 
this point? 

The practical value of a therapeutic idea, new or 
old, is measured directly by its ability to relieve human 
suffering. Unless that idea is tested and tried, its true 
worth is unknown. Unless new ideas that are prac- 
tical and prove true are used, there is no progress. 

It is hoped that the osteopathic principles set 
forth in this series of papers will be thoroughly tested 
by many and found to be of true value, and that many 
other physicians will in time add the weight of their 
thought and experience. Together may we “Dig On.” 

7 E. Monroe Street. 
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THE URETERS 


The ureters have, so far as is known, but one 
function: to convey the urine from the kidney to the 
bladder. The ureter is a fibromuscular organ from 
eleven to twelve inches in length, a little longer on 
the right side and slightly longer in men than in 
women. Its total diameter is about one-quarter of an 
inch with a lumen measuring about one-sixteenth of 
an inch. It is lined with transitional mucous mem- 
brane, continuous with that of the bladder and renal 
pelvis which is of the same type. It is impossible, 
therefore, in a urinary examination to say from 
which of these three organs certain cells found in 
the urine originated. 


The ureter, like the bladder, has three coats: 
mucous, muscular and fibrous. The outer, loosely 
constructed fibrous coat carries the principal vessels. 
The middle or muscular coat consists of three layers 
of smooth muscle, an outer and inner longitudinal 
layer and a middle circular layer which is the best 
developed of the three. The inner or mucous coat 
has two layers, the submucous, composed of fibro- 
elastic tissue, and the innermost layer composed of 
stratified transitional epithelium. 


Arteries —Here, in the arrangement of the ure- 
teral vessels, is a striking example of nature’s wis- 
dom and forethought. The blood vessels form a 
plexus of tortuous branches in the loose fibrous coat, 
running longitudinally from which many small trib- 
utaries arise; they anastomose freely and penetrate 
the muscular coat in many places, reaching the sub- 
mucous layer where a similar but finer plexus is 
found. The capillaries are formed from the plexus, 
those running inwardly supply the epithelium, the 
muscular coat receiving those that run outward. This 
arrangement of the vessels takes care of the ureteral 
blood supply during its normal contraction and ex- 
pansion, and in the sometimes enormous distension 
when dilated from disease. The blood supply comes 
from the renal, spermatic, ovarian and vesical arteries. 


Lymphatics—These vessels are found princi- 
pally in the muscular and fibrous coats. The impor- 
tant thing to remember is their drainage which is in 
three directions. The pelvic portion drains down- 
ward toward the bladder, the middle or abdominal 
portion drains into the pelvic and lumbar lymph 
glands, while the upper portion goes toward the 
renal lymphatics. 

Nerves.—These form a network around the 
ureter and have ganglia at the upper and lower ends. 
The nerves come from the sympathetic system, de- 
rived from the renal, inferior mesenteric, ovarian or 
spermatic and hypogastric plexuses. 

It will not be necessary, and scarcely appropriate 
in this article, to discuss in detail the anatomical re- 
lations of the ureter. They are chiefly of interest to 
the surgeon and can be found in any urology or 
anatomy text. Suffice it to say, the ureter is inti- 
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mately associated with the female pelvic organs and 
it is very easy to injure it when operating on these 
organs. This will be discussed a little later. 


Anomalies.—These were discussed briefly in con- 
nection with renal anomalies and are almost infinite 
in variety. They may occur with an anomaly of the 
kidney or just as frequently when the corresponding 
kidney is normal. They are due to some failure of 
the renal bud to develop properly in the embryo. 


These ureteral anomalies have been divided into 
two types: the complete double ureter and the in- 
complete double ureter. In the complete type each 
ureter will have an individual opening in the bladder, 
while in the incomplete the ureters join above the 
bladder and have a common opening in that organ. 
There are unlimited variations of ureteral anomalies ; 
Cabot’ pictures twenty-four of them. 


With the present-day methods of diagnosis they 
are usually easily discovered but very frequently they 
never give any trouble and are found only acciden- 
tally. But these anomalies must be kept in mind and 
watched for. As has been stated, these anomalous 
kidneys and ureters are more susceptible to infection 
and other disorders than normal ones, so in every 
cystoscopic examination extra ureteral openings 
should be carefully looked for. The pyelogram, es- 
pecially when an intravenous injection of the dye is 
made, will usually demonstrate them clearly and re- 
veal the incomplete double ureter which cannot be 
seen through the cystoscope as it has only one open- 
ing in the bladder. These anomalies occur with 
greater frequency than has been supposed. 


Traumatic Injuries of the Ureters—This subject 
was considered briefly with injuries to the kidneys 
with which they are commonly associated. From its 
very nature the ureter usually escapes injury because 
of its length, its elasticity and its protected position. 
It is attached at either end to a movable organ and 
can be subjected to considerable misplacement with 
safety. Very violent accidents which cause rupture 
of the kidney or bladder may and often do involve 
the ureter. 

When the injury is to the ureter alone early diag- 
nosis often is not made because the uncertainty of 
the symptoms cast no suspicion on the ureter. There 
may be a slight hematuria which is transitory and 
easily overlooked if there is no injury to kidney or 
bladder. 

The correct diagnosis is not so often missed 
now as it was before the advent of the cystoscope and 
roentgenography. In case of doubt, the cystoscope 
should be used and a renal catheter inserted suffi- 
ciently to plug the ureteral outlet. An opaque me- 
dium should then be injected a little more than suffi- 
cient in quantity to fill the ureter and renal pelvis 
while taking the radiograph. Any leakage from the 
ureter will be clearly demonstrated and will do no 
harm to the patient. 

Treatment is of course surgical if the ureter is 
ruptured, and the nature of the injury will determine 
whether the ureter can be repaired, or whether the 
complete removal of the kidney is necessary. If the 
ureter is merely contused, palliative measures will 
suffice but one should determine later whether or not 
stricture results. 


2Cabot, Hugh: Modern Urology, Ed 2, Vol. 2, Philadelphia, Lea 
& Febiger, 1924, p. 259. 4 
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Surgical injuries of the ureter are quite frequent. 
Their anatomical relationship to other strictures in 
the pelvis makes them particularly susceptible to in- 
juries during operative procedures. This is espe- 
cially true in operations on the female organs where 
the injuries most frequently occur. 

The pelvic portion of the ureter is often dis- 
placed by cysts and tumors and, under those circum- 
stances, being in an abnormal position, it is easy to 
cut, ligate or clamp it. Before operating one should 
of course review the anatomy of the part, if it is 
not thoroughly familiar, and if in any doubt, while 
operating, it is a simple matter to trace the ureter 
by palpation from the kidney to the bladder. 

A surgeon with considerable experience told me 
he had performed a hysterectomy early in the morn- 
ing and up to late that evening his patient had passed 
no urine; catheterization had revealed an empty blad- 
der. This condition remained unchanged until the 
third day, when there was nothing left to do but to 
reopen the abdomen. Both ureters were found to be 
ligated, fortunately, instead of severed. Within the 
next few hours after the removal of the ligatures, 
the patient passed large quantities of urine and re- 
covered with no apparent injury. The hazards in 
such an experience are rather great for the patient, 
to say the least. 

The structure of the ureter is quite simple and, 
its sole function being to convey the urine from the 
kidney to the bladder, it is seldom if ever subject to 
primary disease. In acute renal infections the ureter 
is usually tender and thickened on palpation, although 
this may not be true in a chronic pyelitis. 

In a chronic pyonephrosis it will usually be 
thickened and tender but not to the same degree as in 
renal tuberculosis and the typical nodular character 
of tuberculosis is absent. In cystitis from pyogenic 
infections the ureter is often found to be tender and 
thickened. 

Ureteritis is very rarely secondary to appen- 
dicitis but is frequently a sequence of cervical can- 
cer and of some cases of pelvic inflammations. 

Tumors pressing upon or displacing the ureter 
may cause stasis and dilatation and in this way favor 
infection. 

Stricture of the urethra and prostatic hypertro- 
phy also may cause ureteral dilatation and infection. 

Spinal disease interfering with the nerve supply 
to the bladder and ureter may cause partial or com- 
plete paralysis of these structures, hence dilatation 
and infection. 

The pressure of an enlarging uterus during preg- 
nancy may cause ureteral dilatation and infection, 
but Cabot says he has found most of them the result 
of a preéxisting infiltration in the ureteral wall. 

Papillomas may extend from renal pelvis and 
epitheliomas from the cervix, but primary neoplasms 
of the ureter are practically unknown. 

Syphilis of the ureter is thought to be fairly 
common and is responsible for stricture the same as 
any other infection. 

STRICTURE OF THE URETER 


Stricture of the ureter is a condition upon which © 


I wish to place considerable emphasis; it is one of the 
commonest of all causes of abdominal pain. Stricture 
is not obstruction of the ureter and comparatively 
speaking, seldom causes it. Stricture, to use the defi- 
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nition of Cabot, is ‘“‘an inflammatory condition of the 
ureteral walls resulting in infiltration and varying 
degrees of narrowing of the lumen”.* 

In the past few years considerable literature has 
been collected on the subject and the malady found 
to be common. Cabot says he found it present in 
2,000 patients in eight years. If this is the experience 
of one man, and an expert at that, how many cases 
have gone unrecognized, being treated for something 
else or not at all? I expect to give some case re- 
ports a little further on which will prove its fre- 
quency in my own limited experience. 

Etiology—The natural question is, of course, 
what is the cause of so universal a malady? Inflam- 
mation is the chief cause, in the opinion of the ma- 
jority of investigators. But what caused the inflam- 
mation? Thereupon hangs an investigation opening 
an extensive field. 

There are causes for ureteral stricture other than 
inflammation from infection, such as gunshot and 
stab wounds, and severe accidents producing trauma 
but these are rare. Syphilis and ureteritis cystica can 
be included among the causes, and syphilis more 
often than was once thought. 

Injury during surgical operations in the female 
pelvis has been mentioned. 

Inflammations of the ovaries and tubes seldom 
if ever cause ureteral stricture. This may seem 
strange considering their intimate relationships. 

By far the greater number of cases of ureteral 
inflammation have foci of infection about the head, 
such as infected teeth, tonsils or sinuses, and in most 
instances the symptoms will improve if the foci are 
treated. 

The foci in the head, however, are not the only 
offenders; any chronic suppurative focus may be at 
fault. Infection of the gall bladder, skin infections 
such as ingrowing toe nails and onychia and bone 
infections are to be thought of when searching for 
causes. 

Chronic infections of the teeth, tonsils and 
sinuses, and intestinal tract, which cause secondary 
infections in the ureteral walls are admittedly the 
most frequent causes of simple chronic ureteral stric- 
ture, the commonest type. The fact that stricture is 
nearly always bilateral is evidence of the systemic 
origin of the infection. 

It is seldom if ever congenital. Ureteral stric- 
ture is found mostly in the third and fourth decades 
of life, and in those few cases found in children, 
wherein they manifest themselves by hydronephrosis 
and pyelitis, one will also find an associated tonsillar 
or sinus infection. 

Very frequently only one side will cause trouble. 
This led early investigators to miss the bilateral char- 
acter of the malady. With the advent of the roentgen 
ray and instruments of greater precision it has been 
found that in many of the cases the symptomless 
side is strictured as well. It is highly important that 
the symptomless side be examined because frequently 
the most damaged kidney will be found on that side. 

As before mentioned, the strictures oftenest oc- 
cur where the ureter has its principal blood and lym- 
phatic connections, which are at the bifurcation of 
the internal iliacs and in the broad ligament region. 
When passing ureteral catheters or bougies the stric- 
tures will usually be found from one to two inches 
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above the ureteral opening or from one to two inches 
below the pelvic brim. These locations are still fur- 
ther evidence of the systemic origin of the infection. 
Very often no treatment is necessary save treat- 
ment to the infective focus. When this is cared for 
the urinary symptoms disappear. If the roentgeno- 
gram shows a decided stricture, it should be dilated 
to prevent any possibility of back pressure on the 
kidney. Sometimes, perhaps months or years later, 
following an attack of some acute infection, these 
strictures will return, presenting all the symptoms 
they did originally. 

Gonorrhea as a cause for ureteral stricture can 
be disregarded. 

It is highly important that strictures of the 
ureter be diagnosed early to prevent the resultant in- 
jury to the kidney, but unfortunately this is not pos- 
sible. While most cases present well marked symp- 
toms, some of them do not, and the case may result 
in advanced destruction of one or both kidneys be- 
fore the patient is aware of any trouble. 

With greater care in taking a history of the va- 
rious cases that present themselves, one will fre- 
quently bring to light symptoms pointing definitely 
to ureteral stricture—symptoms disregarded by the 
patient as they had caused him little or no incon- 
venience. 


Dietl’s crisis does not always mean floating kid- 
ney. The victim may have ureteral stricture. 


The urologist is very apt to miss these strictures 
if he depends merely on passing a ureteral catheter. 
If he will pass a bulb, the same as when searching 
for urethral stricture, he will find them more readily. 

While most cases of hydronephrosis are relieved 
by dilating the ureter and draining the renal pelvis, 
in some, owing to a secondary obstruction between 
the renal pelvis and the ureter, this will not be pos- 
sible and operative treatment will be necessary. 

This secondary obstruction may be due to a 
valve-like action between the pelvis and the upper 
end of the ureter which, says Cabot, is “caused by 
rotation of the prolapsed kidney or a rotation on the 
ureteral action from the mere filling of the enlarged 
kidney”. 

Most cases of chronic or recurrent pyelitis are 
very likely caused by the poor drainage resulting 
from ureteral stricture. 

Many a person has been operated on for cal- 
culus when all he had was a stricture. Ureteral stric- 
ture has been considered as the leading cause for 
stone formation but it is probably merely one of the 
causes as mentioned below. The cause of urinary 
calculus is not well understood, but it is thought to 
be a combination of mechanical, bacteriological and 
chemical factors within the kidney. No doubt stric- 
ture with the resultant stasis is an important pre- 
disposing factor in stone formation, but if stasis 
alone were at fault urinary calculus would be far 
more common than it is. 

It is Hunner’s opinion that early treatment of 
stricture, with the eradication of foci of infection, 
will without doubt reduce the incidence of stone, and 
in those who have already developed stone, the in- 
telligent handling of the stricture is the best insur- 
ance against its return. 

Stricture does cause stasis, and if there is a co- 
existing focus of infection elsewhere in the body, and 
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we have seen that there usually is when stricture of 
the ureter occurs, then we have present two of the 
principal factors necessary for stone formation: the 
mechanical and the bacteriological. 

The chemical factor, which is the third of the 
triad mentioned, can be brought about in this stag- 
nant urine by the cocci, especially, as they have the 
faculty of splitting urea into ammonia and water, 
which produces an alkaline urine. Thus phosphatic 
calculi can be produced. The cause of acid stones is 
not known. 

Hunner® says: “Briefly summarized, my views 
are as follows: Most ureteral stones are formed in 
a previously existing ureteral stricture area. Many 
migratory stones have formed in a stricture area and 
because of the dilatation of the ureter above the 
stone, the stone is set free and changes position in 
the dilated tract. Many kidney stones have as a 
nucleus one of these migratory ureteral stones. With 
the accretions derived in the kidney the stone may 
begin another descent, and because of its increased 
size it may stop in any portion of the ureter above 
the stricture area. 

“Tt is because ureteral stricture is usually bi- 
lateral that we so often see bilateral ureteral and 
kidney stones, and so often see stone formation in 
the opposite kidney after operation on the kidney 
primarily affected. 

“|. . Every patient with urinary calculus whose 
physical condition permits, should have both ureters 
studied for the presence of stricture, and if such be 
found on the apparently uninvolved side this should 
be treated until good drainage is established before 
operation on the involved side.” 

After renal stones have been removed surgically 
it is very common for them to recur because no at- 
tention has been paid to the ureteral stricture. This 
is especially true when the stones are bilateral. 

These strictures must be dilated. It can be done 
at the time of the operation by passing the bougie in 
a retrograde fashion, although one must be careful 
not to overdilate; for the resulting edema from 
traumatization may close the ureter completely, in 
the presence of free drainage following the opera- 
tion. 

During convalescence from the operation it is 
good treatment, and necessary in the presence of 
stricture, to pass ureteral catheters by the vesical 
route for the double purpose of dilatation and drain- 
age. Through these one may wash out blood clots 
and irrigate the renal pelvis. Naturally the drainage 
alone will clear up any infection, postoperative. 

Hematuria.—In the beginning of these articles, 
it was stated that blood in the urine is not an infre- 
quent phenomenon, the patient paying little attention 
to it unless accompanied by pain, and only too fre- 
quently lightly regarded by the physician in the ab- 
sence of other symptoms. 

Investigators have found that these cases of 
essential or idiopathic hematuria, so-called, will show 
organic changes in the kidney or its capsule, or a 
hypermobility, many of them showing nephritic-like 
changes. 

When a patient presents himself with hematuria, 
a thorough examination is in order. In the vast ma- 
jority of cases a strictured ureter will be found and 
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if it is well dilated, the bleeding will cease. Many 
cases have had to endure nephrectomy, nephrotomy, 
decapsulation, endless therapeutic measures and what 
not, when all that was needed was ureteral dilatation. 


A search must be made for foci of infection and 
these cleared up if possible, for it is to be remem- 
bered that they are usually the cause of the stricture. 

Chronic Nephritis—While not a urological prob- 
lem, strictly speaking, chronic nephritis can in a large 
number of cases be greatly benefited and life pro- 
longed by searching for and dilating ureteral stric- 
tures. This is quite true in young people who show 
signs of chronic nephritis, such as lumbar backache, 
lassitude, headache, high blood pressure, edema, etc. 

Bladder Symptoms and Ureteral Stricture. — 
Cabot says he knows of no bladder symptoms usually 
associated with cystitis whose origins may not be 
found in ureteral stricture. That statement is of the 
utmost importance. 

Partial or complete incontinence is commonly 
found in the presence of chronic trigonitis and ure- 
thritis, but, not infrequently, during the examination 
of a patient with incontinence one will find the 
mucous membrane of the trigone and urethra normal 
in appearance. In these cases we usually find ureteral 
stricture, the dilatation of which will relieve the 
victim of his symptoms, 

Those with enuresis persisting beyond the years 
of early childhood, usually have ureteral stricture and 
back of this an infected tonsil or some other focus 
of infection. Sometimes the removal of the infection 
will cure the enuresis but frequently the ureters will 
have to be dilated. If the removal of the focus of in- 
fection and applications of silver nitrate, varying in 
strength from 10 per cent to 3 per cent or less, to the 
urethra and trigone does cure the enuresis, we can 
be pretty sure the ureters were not involved. 

Symptoms.—As has been stated heretofore, one 
of the most frequent causes of abdominal pain is 
ureteral stricture, but stricture of the ureters will 
also produce pain referred elsewhere. If the patient 
is a woman, she will frequently complain of pain in 
the ovaries. A patient with ureteral stricture may 
have pain or aching anywhere from the waist to the 
knees, but the pain will usually center somewhere in 
the region of the bladder, ureters or kidneys. 

Backache in the region of the kidneys, the lum- 
bar spine or sacro-iliac joints is very common and 
sometimes the ache will be so high in the dorsal 
spine that one will suspect the trouble is in the gall- 
bladder. 

In the presence of these symptoms, even in the 
absence of bladder symptoms, one should be on the 
lookout for ureteral stricture. Cabot says 30 per cent 
of the cases have no bladder symptoms. When blad- 
der symptoms are the result of focal infection, they 
are prone to appear suddenly and without any appar- 
ent reason. If a patient presents himself complain- 
ing of a sudden onset of “cystitis” and gives no his- 
tory of gonorrhea, injury, operation or childbirth, 
one should immediately suspect infection of the ure- 
ters, trigone or urethra, secondary to focal infection. 
Genito-urinary tuberculosis will often present similar 
symptoms but there should be no difficulty in differ- 
entiating the two. 

In women, the symptoms are often ascribed to 
ovarian or tubal disease. The lower portions of the 
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ureters are so intimately associated with the ovaries 
and tubes that a physiological function in one can 
and does cause, or rather increase, morbid signs in 
the other. The symptoms may be noticed only during 
and just before the menstrual period but as time goes 
on, they may be more or less constant. In fact the 
term “ureteral dysmenorrhea” has been coined to 
apply to those women who, though they have normal 
genital tracts, have not been relieved of dysmenor- 
rhea by childbearing or cervical dilatation, and whose 
ureters are tender on palpation. 

Many gastro-intestinal symptoms that have stub- 
bornly refused to yield to treatment to the digestive 
tract, promptly disappear when the ureters are di- 
lated. 

If infection of the kidneys or ureters accompany 
the stricture, fever and chills are common; this is 
especially true if there occurs some condition which 
causes closure of the stricture, but it is also true that 
they can develop fever in a unilateral stricture even 
when there is no infection present. The fever, leuko- 
cytosis and increased amount of pus may be the re- 
sult of absorption from a focus of infection which 
is the cause of the stricture in the first place. 

What will urinalysis show in ureteral stricture? 
Cabot says in 75 per cent to 80 per cent of stricture 
cases the urine is negative or shows very slight 
changes. One would not even attempt to diagnose 
stricture from the urinary picture. 

On making a physical examination of these pa- 
tients we usually find tenderness on palpation of the 
kidney and ureter on the affected side, and if we look 
carefully, we will be pretty likely to find it on both 
sides; for it has been shown that stricture is oftenest 
bilateral and frequently on the symptomless side one 
will find the most damaged kidney, which is demon- 
strated by the phthalein renal function test. 


Diagnosis.—I wish to repeat that ureteral stric- 
ture is one of the commonest causes of abdominal 
pain—and too often wrongly diagnosed. 


Women come in complaining of “falling of the 
womb”, dysmenorrhea and dyspareunia. A careless 
or hurried examination will lead one into the com- 
mon error of diagnosing tenderness of the ovary or 
tube or even appendicitis. 

In the broad ligament area there will be tender- 
ness on palpation and sometimes all the symptoms 
referred to in the preceding paragraph will be imi- 
tated when pressure is made on the pelvic ureter. 


When the appendix is actually involved the ten- 
derness is practically always outside McBurney’s 
point, while if the ureter is at fault the tenderness 
will be downward and toward the mid-line from that 
point. 

A roentgenogram of the pelvis will frequently 
reveal calcified lymph glands or venous phleboliths. 
Without ureteral catheterization with radiopaque 
catheters, calcified lymph glands may be diagnosed 
ureteral stone and a useless operation may be per- 
formed. 

I have in mind the case of an osteopathic phy- 
sician in which this incorrect diagnosis was almost 
made. He complained of pain in the loin, of a spas- 
modic character, which at times was referred to the 
lumbar spine and was so persistent and resistent to 
treatment that arthritis was suspected. Roentgeno- 
grams were made and what appeared to be stones, 
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two of them, in the ureter were revealed. I per- 
suaded him to have the ureters catheterized and an- 
other roentgenogram made before going any further. 
He did so, and the “stones” were found to be calci- 
fied lymph glands located more than an inch from 
the ureter. These deposits probably were not the 
cause of the pain he felt, although they often follow 
the same inflammatory process which causes stricture. 
It was so found in this case, and dilatation of the 
ureters relieved his troubles. 


Treatment.—The only treatment of any value is 
dilatation. This, of course, must be done by someone 
who has had special training, as it is not work for an 
amateur, 

The dilatation is performed through the cysto- 
scope or other suitable instrument by means of bulb- 
ous or tapered bougies and catheters. It usually has 
to be repeated several times and the reactions are 
sometimes quite severe but scarcely ever dangerous. 


These reactions are caused by edema at the 
site of the stricture following the slight trauma nec- 
essarily caused by the stretching process. The edema 
causes a still further narrowing of the ureteral lumen 
for a short time and considerable contractile effort 
is exerted to force the urine through. The pain is 
readily relieved by heat. The use of a hot water 
bottle or lying in a tub of hot water with the free 
drinking of water is usually all that is necessary. If 
these simple measures do not suffice, I give amidopy- 
rine in five grain doses or the following excellent 
prescription : 


Pwd. Ext. Hyocyamus 0.15 
Codein Phos. 0.30 
Phenobarbital 0.30 


Amidopyrine 3.00 

M. et div. into capsules No. XV , 

Sig. One every two to four hours. If not relieved in 

one hour following first dose repeat in one hour but not 

more than three doses at hourly intervals. 

This prescription will be found dependable for 
the relief of various types of pain, especially when 
the relaxation of smooth muscle is desired. 


It is not my intention or desire to discuss the 
treatment of ureteral! stricture in any detail, for it 
is of interest only to those specializing in such cases. 
My purpose is to bring the subject to mind, that we 
may recognize the condition and take cognizance 
of its prevalence. 


Results —I might preface these remarks by say- 
ing there is considerable difference between the thin- 
walled ureter and the male urethra. Strictures in 
the urethra are usually the result of severe trauma 
or an intense local infection with inflammation and 
the formation of dense bonds of fibrous tissue which 
are stubborn to treatment; and it is from this type 
of stricture that the saying comes: “Once a stric- 
ture always a stricture”. But this saying is no 
longer true of the urethral type of stricture as I 
hope to point out in the section on that subject. 


It is true that many cases of ureteral stricture 
require repeated dilatations sometimes extending 
over a period of two or three years, but as has been 
pointed out, with the removal of foci of infection 
throughout the body these strictures get well and 
stay well. Even though it requires considerable time 
and repeated dilatations with the eradication of in- 
fected teeth, tonsils, sinuses and what not, the 
restoration to health is highly gratifying to both 
patient and urologist. 
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The value and importance of skillful ureteral 
stricture work cannot be overemphasized ; it has been 
the means of clarifying the diagnosis and relieving 
obscure abdominal and pelvic symptomatic pain that 
has puzzled the profession for years. 

Many patients who have so-called surgical kid- 
ney will recover as a result of improved drainage 
following ureteral dilatation and it is surprising 
what the same operation will do in many cases of 
nephritis. 

I know of no work that I have ever done in 
twenty-one years of practice that has brought me 
more satisfaction than this. To see the sufferer 
regain weight and cheerfulness, return to his work 
and be finally restored to health has been ample— 
and in some cases the only—compensation. 


The following case reports are quite typical of 
the varying conditions one will find. 


Case I.—Female aged 70 (considerably overweight), 
came for treatment complaining of digestive disturbances, 
attacks of vertigo and a dull pain in right iliac region 
which had been present more or less constantly for 30 years. 
General treatment, regulation of diet and elimination im- 
proved the digestion and relieved the vertigo but had no 
effect on the pain. The patient said she had had it so long 
she expected always to have it. From its nature and the 
occasional attacks of polyuria with no bladder or urethral 
symptoms and no abnormalities of the urine, I suspected 
ureteral stricture, and told her so. She was willing to 
try anything to be rid of the pain. I made a cystoscopic 
examination and a renal function test, which revealed no 
abnormalities. On the right side I could not pass the 
catheter above the midsection of the ureter. She was then 
removed to the x-ray room, a 13% solution of sodium 
iodide injected through catheter and the pyelogram revealed 
a stricture where the difficulty in passing the catheter was 
encountered. Three subsequent dilatations with graduated 
ureteral bougies removed the trouble and there has been 
no return in four years. 

Case II—Male, aged 62, merchant, had pain and ach- 
ing in right loin just below the ribs. Pyelogram showed 
stricture and a right angle bend of ureter about three 
inches below renal pelvis. This kink or bend was very 
likely due to adhesions following the infection and inflam- 
mation that produced the stricture. I attempted to dilate 
cystoscopically but failed to pass the bend. I injected 
through a catheter butyn and ephedrine thinking the anes- 
thetic would overcome any tendency for the muscular coat 
to contract and the ephedrine would shrink the mucosa 
thus enlarging the lumen. But it was impossible to make 
the turn with even the smallest bougie. Following my 
failure, the patient failed to return for another attempt. 
Had he returned, I would have placed him in an extreme 
Trendelenberg position and, with an assistant, would have 
pushed up on the kidney. It is barely possible this pro- 
cedure might have straightened the ureter sufficiently to 
permit passage of the bougie. This case very likely would 
have required an open operation with retrograde dilatation 
when, at the same time, any adhesions could have been 
dissected loose. I lost sight of this patient, however, and 
am not informed as to his present state, but knowing that 
there is considerable dilatation of the renal pelvis and 
ureter above the stricture, I can safely predict an ever- 
increasing hydronephrosis with ultimate destruction of the 
kidney from pressure, and almost inevitable injection. 

Case III—Male, aged 45 years, a gasoline station 
operator. The patient’s principal complaint was pain in the 
left kidney region. Cystoscopic examination revealed stric- 
ture of both ureters just above the ureteral orifices. The 
strictures were so small that it was difficult to pass a No. 
4 catheter. A renal function test showed decided impair- 
ment in function of both kidneys: From the right kidney 
the phthalein appeared in 16% minutes and from the left 
not until more than 30 minutes; the normal time is not 
more than five to six minutes. Repeated dilatations, six in 
fact, gradually increased the size of the stricture until a 
No. 10 bougie would pass easily and a second renal func- 
tion test revealed practically normal functioning of both 
kidneys: 


From right kidney, 4%4 minutes. 
From left kidney, 


6 minutes. 
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There was marked relief from symptoms from the very 
first dilatation. 

The most interesting feature of this case, aside from 
the improvement in function, was that here was a beautiful 
example of double ureteral stricture of systemic origin. 
This man had some badly infected dead teeth and an 
antrum full of pus. The teeth were extracted and the 
antrum drained, and his progress has been all that could 
be desired. Clinically he is a well man with many useful 
years ahead. 

Each of the three foregoing cases presents a 

different problem in both diagnosis and treatment, 
but before leaving the interesting subject of case 
reports, | want to present one more that is unique 
in my experience. The only symptom was frequent 
urination—not a rare symptom in ureteral stricture 
but in this case the only one. I mentioned the case 
briefly in the beginning of these articles. 
_ Case IV.—Male, aged 23, medical student, whose prin- 
cipal complaint was polyuria. This was so frequent that 
he had to leave college as he could not sit through a 45 
minute class period without being compelled to leave the 
room once or oftener. This condition was rapidly getting 
worse and had become nocturnal as well as diurnal and was 
beginning to effect his health seriously through interfer- 
ence with his sleep. The urine was normal in every respect 
save for a low specific gravity and a very pale color. Total 
solids excreted in 24 hours were normal. 

This young man had been examined in one of the 
world’s greatest clinics, where the diagnosis of neurosis 
was made. Others called it diabetes insipidus but for some 
strange reason not one ever thought of exploring the uri- 
nary tract. I had previously noticed in several cases of 
urinary stricture this peculiar tendency toward polyuria, 
but none so bad as in this case. The possibility was sug- 
gested to him and his reply was, “Go ahead”. A cysto- 
scopic examination revealed a mild trigone irritation and 
strictures of both ureters just above the ureteral openings. 
The first dilatation relieved him and subsequent treatment 
brought about a complete cure. There was no return of 
symptoms in three years. He has since left the city and 
nearly five years have passed since he was treated and I 
have had no word from him, although I especially requested 
him to write me if there was a return. 

This case was unique in that there was no 
demonstrable pathology save the strictured ureters 
and the only symptom a polyuria. No remote focus 
of infection could be found. There had been no 
injuries and no operations. As_ stricture almost 
always is the result of infection when not traumatic, 
then undoubtedly the condition arose following some 
acute infection. He gave a history of having had 
the usual childhood infections plus several attacks 
of tonsillitis prior to removal of the tonsils. 

The majority of ureteral strictures can be over- 
come by dilatation by the vesical route, but occa- 
sionally one will not so yield, as in Case 2. Some 
cases will require opening of the abdomen and retro- 
grade dilatation. Some very dense strictures close 
to the bladder cannot be dilated, in these conditions 
bladder implantation is necessary; in those strictures 
higher up, bowel implantation by the Coffey 
method is recommended. 


A few milligrams of foreign protein injected under the 
skin of a person sensitized to that substance may cause death 
in afew minutes, The tortures of hay fever and certain types 
of asthma are produced by quantities of protein so minute as 
to be unweighable. If the pituitary gland, a mass not much 
larger than a pea, does not function properly, the individual 
may become a fat, impotent, useless creature, or a giant with 
malformed limbs and features. The absence of a small 
quantity of thyroid secretion makes a child an idiot. An 
excessive amount, probably of a perverted nature, may bring 
on a fatal thyrotoxicosis.—A Text Book of Pathology. 
Delafield & Prudden. 
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Vertebral Lesions and Gastric 
Motility* 


Louisa Burns, D.O. 
South Pasadena, Calif. 


The relation of vertebral lesions to the tone of 
the gastric muscles has been studied at Sunny 
Slope for rabbits, guinea pigs, and cats. The place 
of atony of the gastric muscle in the etiology of 
indigestion is evident. Unless the food taken into 
the stomach is subjected to intimate contact with 
the gastric juice, digestion must be inefficient. If 
the gastric muscles do not empty the stomach 
completely, the remaining food stuffs undergo vari- 
ous fermentative and degenerative processes. 


Strength, extensibility, and elasticity are main- 
tained in the gastric muscles only so long as normal 
blood flows at normal pressure through the blood 
vessels, and their nerves carry the impulses which 
adapt the gastric activity to the condition of the 
food and of the individual. 


The gastric muscles, like all other nonstriated 
muscles of the body, and like the heart, have certain 
independent physiological qualities, even though in- 
nervation and circulation are impeded. The gastric 
muscle is able to contract and relax in a manner 
which resembles that normal to the particular 
stomach being examined. Like these other struc- 
tures also, the gastric muscle does not have the 
power of reacting to usual environmental variations 
if it is severed from its proper nerve supply. In 
order that any muscle may adapt its functions to 
the changing requirements enforced by varying 
environmental conditions, it must maintain un- 
impeded and unmodified pathways for nervous im- 
pulses to and from the gastric centers in the spinal 
centers, and to and from these to the nerve centers 
controlling other parts of the body. 


In the study of these relations a series of ex- 
periments was performed in the Sunny Slope lab- 
oratories. More than a hundred rabbits and nearly 
a hundred guinea pigs were selected for a group 
of experiments devoted to the study of these re- 
lations. Twenty-eight rabbits, young, adult males, 
were selected for the first test. Each of these was 
examined by two of us, independently. Twenty 
others were selected for controis. Twenty-eight 
received a lesion of the seventh thoracic vertebra. 
The lesion was produced by about three hundred 
gentle manipulations. The vertebre were counted 
to determine the spinous process of the selected 
vertebra, and pressure was exerted upon the left 
side and the lower surface of the transverse process 
of the same vertebra. This pressure was gentle in 
degree and was relaxed after about two seconds. 
The pressure was again applied for about two sec- 
onds and the relaxation permitted for about two 
seconds. Some pressure was maintained during the 
intervals of relaxation. In other words, the degree 
of pressure was increased, held; increased, held; 
increased, held ; increased, held, at intervals of about 
four seconds. The amount of rotation thus secured 


*Read before the Gastro-Intestinal Section, A.O.A. Convention, 
Detroit, 1932. 
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was not lost during the intervals. About three hun- 
dred such manipulations were necessary to produce 
the lesion. Spontaneous correction of lesions so 
produced, occurred very rarely. The manipulations 
were repeated for each rabbit until the fingers 
producing the pressure perceived a yielding in the 
rabbit tissues. This yielding appeared suddenly 
and was associated with a perceptible change in the 
position of the bones being acted upon. When 
this sudden relaxation occurred the lesion was 
easily palpable and, except in very exceptional cases, 
was permanent for the life-time of the animal or 
until corrected by osteopathic manipulation. 

In this group the rabbits were kept under ob- 
servation but were not palpated until a day or two 
before their death. During the first week no par- 
ticular change in the behavior of the animals was 
visible. During the second week it was noticed 
that the lesioned animals ate and drank more 
abundantly than did the controls which were not 
lesioned. During the successive weeks the lesioned 
animals ate more and more voraciously and they 
became increasingly untidy in their habits. At- 
tacks of diarrhea occurred once or thrice a week 
in the lesioned animals but not at all in the con- 
trols. The animals were thus watched for one to 
seven months. At the end of that time each rabbit 
was fasted for twenty-four hours and was allowed 
no water for one hour. Each was killed by a blow 
upon the back of the head. This blow caused a 
moderate amount of cerebral hemorrhage but not 
any visible bleeding at the nose. A few spasmodic 
contractions occurred with the cessation of breath- 
ing in each case. The stomach was then removed. 
The bolus was subjected to pressure in order that 
the gastric juice could be secured and the wall of 
the stomach examined. 

In each one of this group of rabbits the gastric 
wall was atonic, the stomach was dilated, the bolus 
contained an excessive amount of gas and the gas- 
tric juice showed subnormal acidity. The gas 
mingled with the substances forming the bolus was 
found to be carbon dioxide, on passing it through 
lime water. 

In another group of animals, including rabbits, 
cats, and dogs, the immediate effects of a seventh 
thoracic lesion were studied. This lesion caused, 
at first and for an almost evanescent period of 
time, a pallor of the walls of the stomach due to 
abnormal contraction of the blood vessels. This 
was followed almost immediately by a reddening of 
the tissues and relaxation of the vascular muscles. 

Microscopic sections made of the tissues at this 
time showed the vessels tensely filled with blood 
cells. The normal plasma layer which separates 
the endothelium from the central core of blood cells 
was absent. The tissues affected by the lesion, in 
which the blood cells are in direct contact with the 
endothelium of the capillaries and other vessels, 
showed beginning diapedesis during the first twen- 
ty-four hours after lesioning. The minute hem- 
orrhages so produced seemed to be terminated by 
the coagulation of the blood plasma when it came 
in contact with the perivascular tissues. These 
hemorrhages continued to appear at intervals which 
can not be measured by our present methods of 
study. 

Sections taken through the gastric wall a few 
weeks after the seventh thoracic lesion had been 
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produced showed many of these minute hemorrhagic 
areas. Some of these showed the brilliant red 
color and the well-formed blood cells which in- 
dicated that the hemorrhages had only just oc- 
curred. Other clots in the same section showed 
coagulation of the plasma, a venous tint of the red 
cells and beginning degeneration of the erythro- 
cytes. Still other hemorrhagic areas showed be- 
ginning digestion of the cells and the clot, and be- 
ginning absorption or organization. Why it is that 
some of these clots become organized while others 
become completely absorbed presents one of the 
problems which must be solved by later study. In 
those clots which are becoming organized there is 
round cell infiltration and early development of 
connective tissue cells and fibers. 


The animals selected for the immediate study of 
the effects of bony lesions were fasted for twenty- 
four hours and were given no water for one hour 
before the experiment was begun. Either chloro- 
form or ether was given until the animal became 
completely relaxed. The abdomen was then opened 
and the stomach exposed to view. The color and 
the peristalsis of the stomach and of the intestines 
was observed for a time, from one minute to five 
minutes, in order that the normal appearance might 
easily be recognized. 


The seventh thoracic vertebra was then lo- 
cated and pressure was applied upon the spinous 
process or upon the transverse process in such a 
manner as to produce, temporarily, a vertebral 
lesion. Congestion appeared after an evanescent 
paling. Peristalsis became slower and _ finally 
ceased. The walls of the stomach relaxed and the 
stomach became dilated. Considerable amounts of 
gas appeared within the stomach. 


In order to determine whether this gas ap- 
peared only within the stomach or whether it might 
be set free within the peritoneal space, this experi- 
ment was repeated in the same manner except that 
the animal was placed in a large pan of water kept 
at normal body temperature. This water was made 
isotonic with the blood plasma by the addition of 
salts which were mingled as nearly as possible in 
the proportions found in the blood plasma. The 
abdomen was opened under this fluid. The head of 
the animal was kept above the surface of the water 
in order that respiration might be unimpeded. The 
seventh thoracic vertebra was located and subjected 
to pressure in the same manner as before. The 
evanescent paling of the tissues was barely visible. 
Redding occurred within one-half minute after the 
lesion was produced. 


About five minutes after the lesion had been 
produced, the surface of the mesentery become 
dulled, as if a very thin veil had appeared. Within 
the next few minutes, fine droplets were visible, 
and these coalesced, forming drops of air which 
finally became large enough to float to the surface. 
This process continued during the life of the ani- 
mal, about twenty minutes after the lesion had been 
produced. 


The possibility that gas within the peritoneal 
cavity may be one cause of abdominal discomfort 
is evident. The absurdity of the treatment of such 
discomfort by the administration of purgative drugs 
is also evident. 
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In several experiments, the temporary lesion 
was relieved after the evolution of gas had become 
visible. The blood vessels returned to their normal 
size and the development of the gas bubbles ceased. 
In this case there was no absorption of the gas 
which already had been set free in the surrounding 
fluid, since this was not subjected to any pressure 
worth mentioning, in the fluid. In human subjects 
with the same lesions, the absorption of gas from 
the peritoneal cavity seems to occur, from the 
symptoms observed. 


These circulatory changes were noted not only 
upon the stomach but also upon the colon and the 
lower part of the smaller intestine. The blood flow- 
ing within these vessels showed a slower current 
and lower pressure than is normal. The carbon 
dioxide being carried by the blood is held in solu- 
tion only as long as the blood is under normal 
pressure. With the diminished blood pressure due 
to vasodilatation, carbon dioxide is set free into 
the intestinal tract and into the peritoneal space. 


The effects of upper thoracic lesions upon the 
gastric muscles were studied in eight guinea pigs. 
The second thoracic lesion was produced in young, 
healthy, adult male guinea pigs by means of about 
two hundred gentle manipulations. These manipu- 
lations consisted of a series of pressures upon the 
transverse process and the spinous process of the 
second thoracic vertebra. The pressure was ex- 
erted at intervals of about twenty a minute. After 
about two hundred such manipulations, a sudden 
relaxation of the tissues was perceived. The verte- 
bra seemed to move suddenly. The actual dis- 
turbance in bony relations was very slight. At the 
instant of relaxation the heart became rapid and 
feeble. The respirations became shallow, weak, 
and rapid, and the blood pressure was suddenly 
diminished. The pig became unconscious and the 
condition resembled that of shock. These symp- 
toms passed away within a short time, a few min- 
utes to about half an hour. The flexibility of this 
part of the spinal column was increased. The tis- 
sues were very soft and flabby. About twenty- 
four hours later it was possible to palpate some 
edema of the deep spinal muscles of the lesioned 
area. After the second day the edema increased 
and rigidity appeared. This also increased for 
some weeks. The changes in the tissues of the 
eyes and the throat which usually appear after this 
lesion were present in this group of animals. Di- 
gestive symptoms were not noticeable. 


These pigs were killed at different times after 
the lesion was produced. They were fasted for 
twenty-four hours before they were killed and no 
water was given them for one hour before death. 
In each of these pigs the stomach showed no ulcers, 
no atony, and no dilatation. The gastric acidity was 
diminished. The average of free hydrochloric acid 
was slightly below one-tenth of one per cent. The 
normal hydrochloric acid in pigs of this age is 
somewhat above one and seven-tenths per cent. 


Eight other guinea pigs, not lesioned, of the 
same age and the same normal inheritance, were 
examined and killed in the same manner. These 
normal guinea pigs also failed to show any ulcers, 
atony, or dilatation of the stomach. 


Two guinea pigs of the same litter, born of 
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normal parents, were selected for special study. 
These pigs lived in the same pens and had exactly 
the same food, water, and other care during their 
lifetime. The lesion of the second thoracic vertebra 
was accidentally produced. It was not present at an 
examination made two weeks before the pigs were 
killed. Each pig was killed by a sharp blow upon 
the back of the head. They had had no food for 
twenty-four hours and no water for two hours 
before the lethal blow. The stomachs were re- 
moved immediately. In both cases the gastric 
contents weighed thirty-five grams. The normal 
pig showed a total acidity equivalent to 0.125 per 
cent. The pig with the second thoracic lesion 
showed a total acidity equivalent to 0.085 per cent. 


The effect produced upon gastric motility by 
a lesion of the seventh thoracic vertebra was studied 
in thirteen guinea pigs. This lesion was produced 
by about two hundred gentle manipulations such 
as have been described. The symptoms of shock 
did not appear. After lesioning, the pigs seemed 
a little weak and they walked rather unsteadily for 
a few minutes. About two days after the lesioning 
the pigs began to eat and drink more ravenously 
than did the controls, yet they were poorly nour- 
ished. During the following weeks the lesioned 
pigs grew thinner and less active; the controls 
remained plump and active. The fur of the lesioned 
pigs became rough. They became untidy, irritable 
and easily frightened. They had diarrhea when- 
ever any slight change in environment, food or 
weather occurred. None of these symptoms was 
shown by the controls. These pigs were allowed 
to live from two to three months before they were 
killed. They were fasted for two days and were 
given no water for one hour before they were 
killed. 


Each pig was killed by a sharp blow upon 
the back of the head. The stomach was removed 
and examined immediately. In each case gastric 
atony was present. A considerable amount of gas 
was mixed with the bolus and this was found to 
be carbon dioxide. In each case acidity of the 
gastric juice was diminished to about one-half 
the normal. The gastric contents weighed from 
forty-four to forty-seven grams. The normal 
stomach of the nonlesioned pig of this age con- 
tains from twenty to twenty-five grams. 


Another group of guinea pigs was given a 
dorsolumbar lesion by means of gentle manipula- 
tions repeated about two hundred times, or until 
the tissues yielded in the manner already described. 
The pigs showed some weakness of the hind quar- 
ters immediately after lesioning. This condition 
disappeared within an hour or so and no further 
symptoms due to the lesion were present. These 
pigs were not mated. They all were young, healthy, 
adult males born of normal parents. 


Four of these were killed six months later. 
In each case the stomach was considerably dilated 
and contained a thin, watery substance mixed with 
considerable amounts of carbon dioxide. The total 
acidity varied from 0.13 per cent to 0.15 per cent. 


It has been said in each of these cases that the 
pigs used for experiment were born of normal par- 
ents. The progeny of lesioned parents show a 
moderate atony or a weakness of the gastric walls 
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but they do not show definite dilatation of the 
stomach. The progeny of lesioned parents, however, 
always show subnormal acidity and occasionally 
they show no hydrochloric acid at all in the gastric 
secretion. For this reason experiments were always 
performed upon the progeny of normal parents. 


A similar group of experiments was performed 
for kittens and cats. In these animals the stomach 
was found dilated when there was a lesion of the 
seventh thoracic or neighboring vertebre. 


In another group of guinea pigs the effects 
produced by lesions of the fifth thoracic vertebra 
were studied. The fifth thoracic vertebra was 
lesioned by about two hundred gentle manipulations 
as previously described. They were killed at in- 
tervals for one year. No gastric atony was present 
in these animals. Erosion or ulceration and hyper- 
chlorhydria were present in all these cases. 


These relations were studied in several other 
groups of rabbits. Two rabbits, somewhat more 
than three years old, sisters, had been used for 
breeding purposes. They were both examined be- 
fore they should be mated again and one was found 
to have an accidental lesion of the fifth thoracic 
vertebra. The sixth and fourth thoracic vertebre 
were affected secondarily. The tissues around these 
lesions showed the changes usually associated with 
vertebral lesions, on both antemortem and _ post- 
mortem examinations. The sister showed no 
lesions and was in excellent health. Both these 
rabbits were given no food for twenty-four hours 
and no water for one hour. Each was killed by a 
sharp blow upon the back of the head. The 
stomach was removed, examined, slit along the 
greater curvature and emptied. The nonlesioned 
rabbit showed a normal stomach and normal gastric 
juice. The lesioned rabbit showed a stomach some- 
what congested in several areas. A marked area 
of congestion appeared upon the serous surface at 
the junction of the cardiac and intermediate areas, 
near the lower anterior part of the stomach. When 
the stomach was slit and the bolus removed, this 
was found quite soft and adherent to the mucosa 
by a layer of highly viscid mucus. Upon the 
mucosa, just opposite the area of marked conges- 
tion upon the outer surface, there was found a group 
of nine small ulcers. None of these quite per- 
forated the mucosa. 


The gastric juice from the normal rabbit 
showed a total acidity of 0.38 per cent, free hydro- 
chloric acid, 0.29 per cent. No blood, frank or 
occult, could be found. The gastric juice of the 
lesioned rabbit showed a total acidity of 0.64 per 
cent and free hydrochloric acid of 0.45 per cent. A 
strong trace of occult blood was present. 


The stomach and gastric juice were examined 
for twenty young, normal, adult rabbits. In this 
group there was no recognizable difference due to 
sex, in the stomach or in the gastric juice. No 
abnormal conditions were found in the mucosa or 
the gastric muscle of these rabbits. The average 
acidity for the group was as follows: total acidity, 
0.37 per cent; free hydrochloric acid, 0.31 per cent. 


Thirty rabbits with accidental or experimental 
lesions of the fourth or fifth thoracic vertebrez, or 
both, and with no other lesion were killed ten 
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months after the lesion had been produced or had 
first been found. The average total acidity was 
0.48 per cent, free hydrochloric acid, 0.44 per cent. 
Of these rabbits, all showed either ulceration or 
some definite area of marked congestion of the 
mucosa in which a moderate degree of erosion was 
recognizable. Not one of these rabbits showed 
gastric atony or dilatation. 

Thirty rabbits had lesions of the seventh or 
eighth thoracic vertebre, or both, and no other 
lesions. These were killed ten months after the 
recognition of an accidental lesion or after the ex- 
perimental lesion had been produced. There was 
no evidence of hyperchlorhydria, gastric ulceration 
or localized congestion in any one of these rabbits. 
Gastric dilatation, atony and the presence of con- 
siderable amounts of gas with the bolus was found 
in every case. The hydrochloric acid in this group 
of rabbits gave an average of 0.245 per cent with a 
free hydrochloric acid of 0.18 per cent. 

In ten cases the vertebral lesions were noted 
and gastric analysis made for human _ subjects. 
In these cases no other cause for the gastric dis- 
order was known than the bony lesion. It is, of 
course, not possible in the case of human beings 
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to make an absolute statement as to the absence 
of other etiological factors. In these cases, lesions 
of the fourth and fifth thoracic vertebre were as- 
sociated with gastric ulceration and hyperchlor- 
hydria. Lesions of the seventh and neighboring 
thoracic vertebre were associated with hypo-acidity, 
gastric atony, dilatation and some gastroptosis. 


In a series of experiments performed by Earl 
and Avis Hoskins, in Chicago, the passage of food 
material through the gastro-intestinal tract was 
found to be considerably delayed by lower thoracic 
or upper lumbar lesions. 


The relation of bony lesions to the emptying 
time of the stomach, in human subjects, is now 
being studied by J. S. White in Pasadena. This 
work has not yet been carried on to an extent which 
warrants any report. 


Much further study must be done before the 
relation of bony lesions to gastric motility can be 
completely discussed. Such work as has been done, 
however, leads to the conclusion that lesions of the 
seventh and neighboring thoracic vertebre are im- 
portant factors in the etiology of gastric atony, 
dilatation, and gastroptosis. 


Cardiac Emergencies: Their Manifestations and Treatment* 


L. Fiscuer, D. O. 
Philadelphia 


In this paper we will consider a cardiac emer- 
gency as being an abnormality in the function of the 
heart which overshadows all other phases of a patient’s 
illness. In other words, we will discuss those cardiac 
manifestations which necessitate the application of 
therapy to the heart itself, rather than to the disease 
which is causing the dysfunction of that organ. It is 
well to remember that all heart disease is secondary, 
and in the ordinary course of events, our treatment is 
primarily applied to the causative disease. Among the 
circulatory emergencies, myocardial failure is most 
frequently encountered. 


THE ACUTE HEART 


Acute heart involvement occurs in acute infec- 
tions, and causes the death of practically all those who 
die of these diseases. The best procedure in this va- 
riety of cardiac emergency begins, of course, with 
early recognition by means of careful routine and daily 
study of the heart of the acutely sick patient. In THE 
Journat for January, 1929, I wrote that the key to 
the prognosis in pneumonia is the condition of the 
heart. We can believe that this may be true of most 
of the infectious and contagious diseases. 


It is too late to diagnose failure of the heart when 
the patient is orthopneic, cyanotic, edematous, semi- 
conscious, and expectorating a pink or bloody froth. 
This is not a cardiac emergency; it is a cardiac 
calamity. 


*Delivered before the 37th A.O.A. Convention, Milwaukee, 1933. 


DIAGNOSIS OF THE ACUTE HEART 


In the daily study of the heart of the acutely sick 
patient we study the temperature, pulse and respiratory 
rate. A rise in the temperature of more than a degree, 
unaccounted for by the acute disease itself, may easily 
be an early manifestation of acute carditis. If the 
pulse rate is out of proportion to the temperature, it 
is well to suspect cardiac embarrassment as the cause. 
This is true not only of the too rapid pulse, but also 
of the one which is too slow. Initiating a cardiac in- 
volvement, there may be an increase in the respiratory 
rate, corresponding to the failure of the pulmonary 
circulation. 


Frequently in the myocardial failure of an acute 
disease, there are no positive stethoscopic findings, and 
we must depend upon other objective signs for its rec- 
ognition. Change in the location of the apex beat, espe- 
cially downward and to the left, upon daily examina- 
tion is an important observation. Bulging of the 
precordium and an increasing area of cardiac dullness, 
more often on the left, are also found in this circum- 
stance. One or all of these signs, with imbalance of 
the T. P. R., might point out a cardiac emergency, 
even in the absence of adventitious sounds over the 
body of the heart. 


TREATMENT OF THE ACUTE HEART 


Fortunately, in this cardiac emergency, we have, 
in osteopathic manipulation, a treatment par excel- 
lence. It is a therapy with which it is possible to 
accomplish a cure. If it is possible for us to cure acute 
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bronchitis, or acute rhinitis, by manipulation of the 
spinal structures, it is reasonable to infer that the same 
type of treatment will cure acute carditis. Clinically, 
this proves to be true. 

In the osteopathic manipulation we try to avoid 
vigorous maneuvers as much as possible. Muscular 
and ligamentous relaxation, and the correction of bony 
subluxations by stretching rather than exaggeration, 
is applied to the areas of lesion. Daily or twice daily 
treatment is usually sufficient, but in the more acute 
cases, and the graver emergencies, it is sometimes nec- 
essary to decrease the duration and increase the num- 
ber of such applications. 

In addition to this curative therapy, such adjunc- 
tive treatment as heat or cold to the precordium may 
be used. In all cases, though, these thermal measures 
must be used cautiously, and the patient should be 
professionally attended, by a physician or nurse, 
throughout the duration of their administration. A 
ten to twenty minute application every two or three 
hours is usually ordered. 

Needless to say the patient should remain undis- 
turbed and in bed, not only until the subsidence of the 
fever, but also until several days after the physician 
is certain that the emergency has been passed. The 
diet and elimination should be watched in all cases. 

Unless these cardiac complications are recognized 
and treated early, the patient is quite apt to develop 
a chronic circulatory disturbance at a later date. While 
these cases are not spectacular, per se, it is through 
their proper care that we will help to prevent cardiac 
calamities later in life. 


DANGER OF CHRONICITY FOLLOWING ACUTE 
HEART DISEASE 


Should a case of acute carditis pass unrecognized 
and proceed through its developmental stages un- 
treated, organic changes inevitably take place in the 
endocardium, myocardium, pericardium or aorta. 
Many cardiac invalids and a large percentage of car- 
diac deaths in middle life, are caused by carelessness 
on the part of the physician who attended those cases 
in early life. We can think of no more important 
cardiac emergency than that developed by the acute 
case. 


It is important to understand the pathogenesis 
of chronic involvements of the heart from these over- 
looked acute lesions. Chronic valvular defects, with 
their ultimate cardiac decompensations, myocardial 
degenerations, with the frequent failures, pericardial 
adhesions and effusions and aortic disease, and even 
angina pectoris, are continuing links in the chain of 
incurable cardiac circumstances. It is possible, with 
any of these developmental pathologies, to live for a 
number of years, with restricted activity, and proper 
hygiene. 

There is a developmental pathology, however, 
which is almost incompatible with life. It is an almost 
hopeless cardiac emergency. It has many names but 
we prefer the term, subacute bacterial endocarditis. 
This disease is characterized by the re-infection of a 
previously pathological endocardium, usually by a 
coccus, most frequently the streptococcus. Struc- 
turally, infective verrucosities or vegetations are 
formed on the valve flaps, to be whipped off, and 
into the general circulation, to lodge, as infective 
emboli, in some organ, such as the lung, brain, liver, 
or kidneys. The resultant infraction, of itself, would 


CARDIAC EMERGENCIES—FISCHER 


Journal A.O.A. 

March, 1934 
not prove to be serious in all cases, if it were not 
for the septicemia accompanying this disease. 


SUBACUTE BACTERIAL ENDOCARDITIS USUALLY 
FATAL WITHIN TWO YEARS 


Medical authorities claim that it is impossible for 
any person suffering with subacute bacterial endo- 
carditis to live for more than two years. However 
S. Calvin Smith, M.D., cardiologist of Philadelphia, 
reports a case of a patient who succumbed only after 
eleven years of invalidism. In my experience only one 
patient has lived beyond the allotted two years, a 
woman with a confirmed diagnosis and a_ positive 
blood culture, in December, 1924. After a very mis- 
erable and uncomfortable existence for six years, 
under continuous and repeated osteopathic treatment, 
she is today leading a relatively normal life. 


DIAGNOSIS OF SUBACUTE BACTERIAL ENDOCARDITIS 


The diagnosis of the condition is made by observa- 
tion of the clinical manifestations and the use of lab- 
oratory procedure. Characteristic of the disease is 
fever, septic in type and varying from 100 to 107 F., 
accompanied by a markedly increased pulse rate and 
dyspnea. 

Symptomatically, the patient is collapsed, loses 
weight rapidly, becomes greatly dyspneic and suffers 
from joint involvements. So marked is the dyspnea 
that at times it is necessary to elevate the head of the 
bed to a perpendicular position, and even administer 
oxygen, to prevent strangulation. The joint involve- 
ment is usually quite widespread and is accompanied 
by rigidity as well as pain; in many instances it is 
impossible for the patient to move. Added to these 
symptoms are those of embolus and septicemia. 

Objectively, the patient’s skin usually assumes a 
characteristic bronze tint, or a color similar to that of 
coffee to which cream has been added. The ensiform 
cartilage and the surrounding tissues are exquisitely 
sensitive to pressure. So, too, are the various joints, 
including the vertebral articulations. Usually on the 
extremities or the abdomen, a rash caused by showers 
of petechiz is visible. This is the result of the reten- 
tion of small emboli in the most peripheral blood 
vessels of the skin. 

The pulse differs in rhythm, volume and intensity 
in different cases, but it is always abnormal. So, too, 
is the heart, but mitral disease is a usual finding. 

The blood pressure is most often low, the blood 
anemic and the white cell count moderately increased, 
with a predominance of neutrophiles. The laboratory 
blood culture may be negative. It is well, in a sus- 
pected case, to have the blood cultured every five days, 
and to have the culture kept for at least twelve days. 
Injection of a guinea pig, followed by an autopsy in 
about six weeks, is advisable. 


EXACERBATIONS AND REMISSIONS 


Pathognomonic of this dread disease, however, is 
the occurrence of exacerbations and remissions. A 
patient with subacute bacterial endocarditis may be at 
the point of death for three or four days or a week, 
and apparently recuperate quite quickly. Unfortunately 
the somewhat longer periods of remission often give 
rise to a false sense of security and a too favorable 
prognosis. Inevitably each of these spells of sub- 
sidence, is followed by more severe and longer periods 
of exacerbation. The exacerbations and remissions 
take place in both the symptoms and the physical 
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signs. Ultimately the heart fails and the patient dies. 

This disease is never cured and seldom much im- 
proved by any method of treatment. When the diag- 
nosis is assured, our treatment is directed to the 
blood stream, and to the support of the heart. To 
delay or to experiment with subacute bacterial endo- 
carditis is folly. 


According to good medical practice, antiseptics, 
such as mercurochrome, and Pragl’s iodine, are in- 
jected into the blood stream regularly. A _poly- 
valent serum, too, might be administered intra- 
venously. If the blood culture is positive an 
autogenous vaccine can be used. Concerning the dos- 
age of these substances, it is our opinion that it should 
be the maximum. It is only by the use of heroic 
measures that the very slight possibility of life may 
be given these patients. 

For support of the heart, especially during the 
exacerbations, gentle and short osteopathic manipula- 
tion every hour or two is indicated, and quite effec- 
tive. Digitalis purpurea leaf derivatives, even if used 
intravenously, do not seem to benefit the heart. Theo- 
calcin and caffeine, if used in large doses, with a seda- 
tive such as luminal, allonal, or veronal seem tem- 
porarily to support the heart. Metaphyllin or euphyllin 
in tenth gram doses, t. i. d., might improve the heart 
action, and also help to eliminate solid matter through 
the kidneys. Oxygen should be used early and often. 


Along with this program, an interesting and 
appetizing diet is ordered, with no misgivings about 
over-indulgence for the appetite is practically nil. 
Elimination is encouraged, preferably by laxatives. 
The physical exertion required in using enemata 
might further embarrass the heart. The meteorism 
present can be controlled by hot stupes to the abdo- 
men, or by the use of obstetrical pituitrin or eserine, 
and the rectal tube. 


Nursing care is indispensable, not only from the 
standpoint of the patient’s comfort, but also in the 
diagnosis of his condition, as complete records and 
careful observation are often necessary for its deter- 
mination. 


MYOCARDIAL FAILURE IN CHRONIC HEART DISEASE 


Chronic disease of the heart, whether it be endo- 
cardial, myocardial, pericardial or a combination of 
several of these, gives rise eventually to a failing 
heart muscle. Such disease is the background of the 
myocardial emergency. 


SYMPTOMS OF MYOCARDIAL FAILURE 


The failing heart is characterized by dyspnea, 
orthopnea or true Cheyne-Stokes respiration. Distress 
in the chest and abdomen, along with vertigo, are not 
uncommon. Fainting spells may occur with a fair 
degree of regularity. Pain is not usually experienced, 
unless there is an involvement of the aorta or the 
coronary system. Digestive disturbances are not in- 
frequently found in myocardial failure, due to the 
damming back of the portal circulation, as a result of 
incompetency of the right ventricle. Cough is an irri- 
tating symptom which is often present, due to the fail- 
ure of the pulmonary circulation ; the sputum may be 
bloody and mucilaginous, but it is more frequently 
frothy. 


Edema of the extremities, face and neck, along 
with ascites in the peritoneum, and hydrothorax, is 
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characteristically found. Cyanosis, too, is constant but 
the facies may be flushed or pallid, usually the latter. 
An anxious expression, due probably to the fear of 
impending death, is often observed. 


The pulse is usually markedly increased in rate, 
and decidedly decreased in volume, though it may be 
decreased in rate and show the characteristics of heart 
block. Irregularities of the pulse are by no means 
uncommon, and when present they are variable in 
different cases. The apex beat is always displaced to 
the left and downward, and its character changes. 
Its diameter becomes very large, and on palpation, it 
is weak, and wavy. Potain’s sign and abnormal pulsa- 
tions above the sternum and clavicles are common. 
If the individual is thin, a noticeable bulge is seen in 
the precordium. Thrills are frequently elicited and 
may be found in different locations. . 


The area of cardiac dullness is increased in all 
directions, corresponding to the general enlargement 
of the heart. The liver may be engorged and en- 
croach upon the upper right quadrant of the abdomen. 
There may be a dull area, with rales in the bases and 
in the hilar regions of the lungs. The kidneys are 
frequently increased in size and sensitive to pressure. 

Stethoscopic examination may reveal murmurs at 
several of the valve areas, both systolic and diastolic 
in time. If present in the failing heart, the murmurs 
are usually soft, and difficult to elicit. The second 
sound of the heart is always shortened and snappy, 
in all locations. Likewise the systolic sound, lacking 
the tone of the muscular element of ventricular con- 
traction, becomes short and valvular in character. 

In the terminal stage the pulse quite frequently 
becomes a series of taps, and slow in rate, exemplify- 
ing the Stokes-Adams syndrome. At this time the 
second sound is not audible, murmurs are absent, and 
the only sound elicited is the single “click” of the 
closing valves. 

Albuminuria, casts and sometimes blood cells 
are found in the urine. The patient may become 
anemic, and his blood pressure reduced. 

Radiographic study is usually not necessary to 
confirm the diagnosis. 


MYOCARDIAL FAILURE—A CARDIAC EMERGENCY 
OR A CARDIAC CALAMITY 

In myocardial decompensation, it is always a 
question whether we are dealing with a cardiac 
emergency or a cardiac calamity. There are many 
degrees of failure, some of which may be quite suc- 
cessfully treated osteopathically. The failing myo- 
cardium, however, is never cured, nor is the pathology 
which has caused the decompensation. 


THE PHILOSOPHY OF OSTEOPATHIC TREATMENT 
IN THE MYOCARDIAL EMERGENCY 

In initiating the discussion of the treatment, let 
me state that I know of no therapy which is superior 
to osteopathic manipulation for maintaining and im- 
proving the tonicity of the myocardium. Heart muscle 
is subject to the same physiological laws as skeletal 
muscle. If spinal manipulation will improve the 
tonicity of the muscles on the outside of the body, 
which is granted, it requires no stretch of the imagi- 
nation to believe that it will do likewise in the more 
important cardiac muscle. Hence, if the problem of 
the failing myocardium is one of lack of tonicity, and 
it frequently is, the only therapy necessary, and the 
only therapy indicated, is osteopathic manipulation. 
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OSTEOPATHIC TREATMENT OF HEART FAILURE 


The manipulative treatment is applied as de- 
scribed earlier in this paper. It should be positive and 
specific, and yet gentle; the patient should not be 
moved unnecessarily. The treatment of choice is the 
short, frequent type, specifically applied to the les- 
ioned structures of the cervical and upper thoracic 
regions. 

The patient should maintain complete physical 
and mental rest. When improvement takes place, 
mild resistive exercises, such as the Schott system 
can be inaugurated. The individual’s return to ac- 
tivity should be very gradual, and carefully checked 
by his physician at each stage of the journey. To 
hasten in the resumption of activity is dangerous, and 
often fatal. 

Fluids are restricted, and condiments or other 
stimulatory foods and drinks are prohibited. Other- 
wise the diet depends entirely upon the causative fac- 
tor. Elimination through the portals of exit should 
be normalized. 

MEDICINAL SUPPORT OF THE HEART 


Should support of the heart, medicinally, be de- 
sired, either because of a hopeless situation, or for 
maintenance of function, temporarily, digitalis leaf 
derivatives may be used. Our preference is intra- 
venous therapy, using a fairly heavy dosage for quick 
digitalization. Oral administration is more often ac- 
companied by gastro-intestinal upsets, and is a bit less 
accurately calculated. Infusions are of value only 
in young children, and, too, are difficult to prescribe 
and administer, satisfactorily. Maintenance dosage 
of the digitalis products varies with the size, weight 
and idiosyncrasies of the individual. 

Strophanthus or ouabain may be used in the myo- 
cardial emergency. They are, however, used with 
the full knowledge that either may cause sudden 
death. We have seen one patient die as a result of the 
administration of strophanthus. The product cannot 
be standardized, and therein lies the danger in its use. 

Theobromin may aid in the dehydration of the 
tissues when the edema is annoying. It is usually ad- 
ministered in capsules, and not used for more than 
several days at a time. 

For cardiorespiratory embarrassment, theocalcin 
frequently offers temporary relief. The same is true 
of metaphyllin, euphyllin, caffeine, and other com- 
monly used cardiac drugs. 

The opiates, in very minute doses, quite often 
afford relief for the patient with a failing heart 
muscle. Sedatives and hypnotics are resorted to not 
only for the comfort of the patient, but also for their 
retardation of the rate and intensity of ventricular 
contractions. All such drugs should be avoided in sec- 
ondary pulmonary congestions, as they paralyze the 
nerve endings in the bronchial tree, and hence lock 
up the products of stasis in the lungs. This may 
easily cause the patient to drown in his own secre- 
tions. 

Oxygen administrations are used successfully in 
some cases. There is no contraindication for the use 
of oxygen, early in the disease. A few minutes each 
hour usually suffices. 

Camphor in oil, metrazol and coffee enemata are 
also used, but usually only after all other means of 
relief have been exhausted. The results are very 
doubtful. 
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IS THERE UNIFORMITY IN DRUG THERAPY? 


When we study the order sheets of various 
medical cardiologists, we wonder to what end their 
therapy is directed. With the exception of the use 
of the digitalis purpurea leaf derivatives, we rarely 
find any two of these pharmacological experts who 
employ the same program of drug administration. 

Some medical observers laud the virtues of va- 
rious serums and myocardial extracts in the treat- 
ment of the myocardium; others condemn them. In 
our hands, in an admittedly few cases, they have 
proven of no value in the myocardial emergency. 


OSTEOPATHY—THE TREATMENT OF CHOICE 


Fundamental osteopathic therapy is still the treat- 
ment of choice in the cardiac emergency. For the 
cardiac calamity, or the case which is hopeless or 
nearly so, everything known to science should be used, 
even though the percentage of successes is very low. 

_ Time does not permit of a discussion of other 
circulatory emergencies, not truly cardiac, such as 
cerebral apoplexy, ruptured aneurism, angina pectoris 
and coronary disease. We do, however, believe that 
effort syndrome should be briefly discussed in this 
paper. 

EFFORT SYNDROME—NEUROCIRCULATORY ASTHENIA 


Particularly since the war, this syndrome has 
assumed an importance not previously accorded it. 
So many soldiers, upon the eve of battle, or during a 
skirmish, suffered from cardiac collapse, that the in- 
terest of investigators was aroused, and a new name 
applied, “Soldier’s heart”. 

This syndrome is characterized by any or all of 
the symptoms of heart failure. Some few instances 
of death as a result of neurocirculatory asthenia have 
been recorded. 

In all cases there is a history of instability of the 
nervous system, particularly the sympathetic portion 
thereof. Sajous claims that this effort syndrome, or 
irritable heart, is due to a decreased activity of the 
adrenal glands. It is certainly true that a considerable 
portion of these cases have a low blood pressure and 
other signs of hypoadrenia, hence we cannot deny the 
contention of that great endocrinologist. 

Worry, fear, excitement and the various other 
human emotions frequently form the background for 
effort syndrome. 


SYMPTOMS OF EFFORT SYNDROME 


Symptoms of the condition are quite variable. In 
mild cases, palpitation and excessive perspiration com- 
prise the subjective evidences. More severe cases 
cause dyspnea, cyanosis, oppression of the chest, 
sweating and “circus rhythm” in the heart. In the 
most severe instances, the patient may lose conscious- 
ness, and have marked cardiac embarrassment. 


TREATMENT OF EFFORT SYNDROME 


The treatment is directed between attacks to any 
foci of infection, to the endocrine system, and to the 
nervous system. Proper diet, elimination and general 
hygiene, too, are carefully advised. 

During the attacks, the patient is put to bed and 
a sedative is administered. The attack may subside 
in an hour, or it may last for several days. 

In any event, cardiovascular pathology must be 
= out before a diagnosis of effort syndrome is 
made. 
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SUMMARY 

With the exception of effort syndrome, all of the 
important cardiac emergencies arise from the effect 
of heart pathology upon the myocardium. 

The differential diagnosis is important, even 
though the therapy is practically the same in all cir- 
cumstances. Subacute bacterial endocarditis, how- 
ever requires the prompt administration of heroic 
treatment. 
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Osteopathic manipulation, logically and_ scien- 
tifically applied, is of the greatest importance in the 
treatment of cardiac emergencies. When the condi- 
tion is hopeless, and every possible means of assistance 
is sought, cardiac drugs may be used. Medical sup- 
port of the failing heart until the manipulations have 
normalized the spinal structures may well be applied. 
Cardiac drugs are not curative, and most often do not 
obtain the results with which they are credited. 


Where Our Students Come From 


Asa WILLARD, D.O. 


Missoula, Montana 


This student tabulation for 1933, as did those presented 
for the preceding six years, lists only those students in the 
colleges after the fall matriculations who are taking the reg- 
ular four years’ professional course. No pre-osteopathic, 
special or postgraduate students are listed. Our numerical 
progress would not be indicated by these latter and by listing 
each year from each college only the regular four years’ 
professional course students, a standard basis of computa- 
tion is had. 

The sum total of regular professional course students 
listed for the fall term in each college in each of the past 
seven years is as follows: 1927—1642; 1928—1622; 1929— 
1646; 1930—1705; 1931—1750; 1932—1711; 1933—1726. 

That our student total holds up through these stressful 
days is splendid. However, it must be recognized that ail 
professional schools except the pedagogical are well filled. 
The explanation generally given in educational circles is that 
while many youths are deprived through lack of funds or 
earning possibility from attending college, enough others, be- 
cause there is nothing else for them to do, are sent to college 
when under other conditions they would not be. 

It has been my observation that, as a general rule, the 
student who has to economize rigidly and make sacrifices to 
get the osteopathic education which he seeks, makes the best 
physician and the most consecrated, dependable and loyal 
member of the osteopathic profession when he gets into the 
field. If the added pinch of present unusual conditions is 
enough to brush many of this type out of the picture it is 
indeed unfortunate, and I believe that is what is happening 
to no small extent, for I myself know eight or ten fine 
young men and one young woman who for years have been 
thinking of osteopathy as a career, but who are now deprived 
of taking it up. Ordinarily they could. 

The study of these student records by states has proved 
interesting to the writer, and letters from some states where 
an effort has been made to arouse the profession to secure 
desirable prospective students indicates that the records have 
been helpful. 

Rivalry in a good cause is a good thing. Sometimes it 
helps by shaming to more activity—sometimes by urging the 
maintenance of, or the exceeding of, an already splendid 
state record. Each reader should study his own state’s fig- 
ures to see where it stands, not alone as to total numbers, 
but also as to students sent in proportion to population. Of 
course when Iowa with 2,470,939 persons sends 107 students 
she is really doing more than five times as well as New 
York, which sends 108 and yet has 12,588,066 inhabitants. 
Iowa is sending a student for every 23,000, while New York 
is sending only one for every 116,000 (round numbers). 
There are 120,000,000 persons in the United States. Divid- 
ing this by 23,000 gives over 5,200, the number of students 
who would be in our colleges if all of the states did as well 
in proportion to population as Iowa does. 

Take your pencil in hand and figure where we would be 
if we all did as well as your state. 

The best record made by any state in proportion to popu- 
lation during the past seven years (and possibly for all time) 
was made by Montana when a few years ago she had 38 
students in the colleges, from her little more than one half 
million inhabitants. If this ratio held for the country as a 
whole, it would mean over 8,500 students in our colleges. 


This year Missouri heads the procession with the larg- 


est number of students per population, passing little Rhode 
Island, which held that record last year. It is the first time 
since we have been compiling these records that one of the 
more populous states has held the record of the most stu- 
dents by population. Vermont, with thirteen students and 
359,611 persons, makes a splendid showing with almost one 
hundred per cent increase over last year. Connecticut also 
shows one hundred per cent increase over last year. Indiana, 
with more than three and one-quarter million population 
and but twelve students in all of our colleges, reaches a new 
low. Once one of the biggest contributors to our colleges, 
she is at least demonstrating in recent years that a two-year 
premedic requirement and wide privileges do not solve the 
problem of increasing the osteopathic population of a state 
nor of keeping our profession alive through keeping our 
colleges filled with students. 


Mississippi, with its 2,000,000 population, hasn’t had a stu- 
dent in an osteopathic college for seven years and more. She 
has a medical board. Kentucky, with over 2,600,000 inhabi- 
tants, has five students. This breaks a long time record as 
five students is the most she has had in many years. If 
the entire country did only as well in proportion to popula- 
tion, we would have 230 students in all of our six colleges, 
instead of 1,726. Kentucky has a two-year premedic re- 
quirement and a medically dominated board. 


California, with 217 students, has the largest total num- 
ber of students, regardless of proportion to population, of 
any state in the Union. She has held that position since 
1931. For many years Ohio was first and in 1930 had 180 
students while California had 153. This year Ohio has 144, 
the lowest she has had in many years. She is exceeded by 
Missouri which has 184, twenty more than she had last year 
and the largest she has had for years. Pennsylvania ties 
Ohio for third place, with 144, and New York is fifth, with 
108, Iowa having just one less. This is the greatest num- 
ber of students Iowa has sent for many years. 


What has all this to do with where our students come 
from? A great deal, if we study and analyze the origin by 
states of the student population of our colleges over a period 
of years. There*are independent board states that have not 
done well. The old South always does rather poorly in send- 
ing students. Climate, proximity to the schools, economic 
conditions, organized activity and personnel of the local pro- 
fession all are varying factors having bearing. But consid- 
ered as a general proposition, the states in which the osteo- 
pathic profession administers the regulation of osteopathic 
practice have, in proportion to their population, sent a much 
larger proportion of students to our colleges than have the 
states allopathically ruled or allopathically dominated in reg- 
ulation. 

The reason, as has been pointed out before, and should 
be again and again because it is vital, is that the allopathi- 
cally dominated legislation tends to hold down the osteopathic 
population and reduces the number in the field interested in 
and working to send students back to college. It deprives 
the allopathically dominated areas of the new blood neces- 
sary to fill the natural gaps and numerical increase and which 
also brings the enthusiasm of youth and helps keep the pro- 
fession alive. 


Right now there are nearly twice as many students in 
our colleges for every 100,000 population in the independ- 
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ent board states as there are from the same population in 
the mixed or medically dominated board states. 
cally dominated or mixed board is meant a medical board 
on which we have one, and in a few instances two, members.) 


NUMBER OF STUDENTS REPORTED 


1927 


Chicago College of Oste- 
124 


opathy 
Kansas City College of Os- 


teopathy and Surgery........ 103 
Des Moines Still College oF 
Los Angeles College of “i 
teopathic Physicians and 
205 
Philadelphia College of Os- 
262 
Kirksville College of Oste- 
opathy and Surgery............ 639 


1928 
131 


109 


254 


598 


1929 
140 
117 
209 


566 


1930 
117 


125 


607 


1931 
101 
140 


197 


594 


1932 
81 
150 


193 


308 
349 


630 


(By medi- 


1933 
82 


163 


623 


The states, provinces, and countries from which the stu- 
dents come and the number from each is indicated in the 


following: 


STATE, 
PROVINCE Population 


OR COUNTRY 

Alabama ............ 2,646,248 
435,573 
*Arkansas¢ .......... 1,854,482 
“California . 5,677,251 
Colorado 1,035,791 
*Connecticutt .... 1,606,903 
Delaware .......... 238,380 
1,468,211 
*Georgia .. .. 2,908,506 
445,032 
7,630,654 
Indiana .. .. 3,238,503 
*Iowa .... 2,470,939 
*Kansas .. .. 1,880,999 
Kentucky .......... 2,614,589 
*Louisiana ........... 2,101,593 
*Maine 
“Maryland .......... 1,631,526 
Massachusetts .. 4,249,614 
"Michigan .......... 4,842,325 
*Missouri ... 3,629,367 
Mississippi 2,009,821 
*Montana ............ 537,606 
*Minnesotat ...... 2,563,953 
*Nebraskat  ........ 1,377,963 
91,058 


New Jersey ...... 4,041,334 
New Hampshire 465,293 
New York ........ 12,588,066 
Mexico ..... 423,317 
*North Dakota .. 680,845 
*North Carolina.. 3,170,276 
-- 6,646,697 
*Oklahoma ......... 2,396,040 


1927 


bt 0 
MWA NNN RON WwW 


1928 


1929 


1930 
2 


Number of Students 


1931 


1932 
3 
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OVEGOR cacscnicccses 953,786 14 20 17 13 11 6 5 
*Pennsylvania .... 9,631,350 133 124 134 143 174 148 144 
Rhode Island... 687,497 21 21 30 31 33 34 26 


South Carolina 1,738,765 0 0 0 0 0 3 1 
*South Dakota. 692,849 8 10 11 15 13 9 9 
“Tennessee .......... 2,616,556 5 6 2 6 4 3 

5,824,715 14 17 23 24 20 16 23 
TD eicasnnndctins 507,847 0 0 1 1 1 4 4 
*Vermont . 359,611 14 9 5 2 2 7 13 

Virginia ............ 2,421,851 2 2 2 2 2 2 2 
*Washingtont ... 1,563,396 18 16 9 15 8 9 7 
*West Virginia... 1,729,205 4 3 5 5 7 3 5 
Wisconsint ...... 2,939,006 21 17 20 25 23 25 19 

Wyoming ........... 225,565 1 2 1 4 4 4 4 

District of 

Columbiat...... 486,869 1 1 1 2 1 1 1 
i, ee 368,336 2 0 1 2 0 1 0 

Canada ... -10,374,196 22 42 34 41 36 29 27 
Sweden ... . 6,162,446 2 3 0 0 0 0 0 

Norway . 2,814,194 1 1 1 0 0 0 0 
Scotland 4,842,554 2 1 1 1 1 2 1 

England ............ 37,932,137 6 7 3 12 9 9 10 
Japan ..--66,296,000 3 3 0 2 2 1 0 
Australia .......... 6,575,255 1 1 0 0 0 1 0 

PEORIOD cnecscsesiens 16,404,030 2 2 0 0 0 1 0 

Brazil 41,477,827 1 0 0 0 0 0 0 
South Africa...... 6,929,000 1 0 0 0 0 0 0 

Philippines ...... 12,590,369 1 0 0 6 1 1 1 

CS eee 2,971,992 1 1 2 2 1 1 

Czechoslovakia 14,726,158 1 0 0 0 0 

Ree. 156,168,700 2 3 4 3 0 

eee 41,834,923 0 0 0 0 
Armenia ............ 1 0 0 0 0 
New Zealand.... 1,587,547 1 0 0 0 0 

Bermuda Islands 27,789 1 0 0 2 1 
Venezuela ........ 3,226,000 1 0 0 0 
-474,787,386 2 2 2 0 
Colombia ........... 7,851,000 1 0 0 0 
$688,174 1 1 0 
Germany .......... 65,300,000 2 0 

Denmark. .......... 3,590,000 1 0 
Costa Rica ........ 527,690 1 1 


* States with Independent Osteopathic Boards. 

t Has a committee of osteopathic physicians. 

t States with Basic Science Boards. Oregon and Arizona have 
newly enacted basic science laws. 


NOTE—tThe population of American States is taken from the 1930 
census, and of Canadian provinces and other territories within the 
British Empire from the 1931 census (except South Africa). Other 
populations are from estimates and censuses made within the last two 
years. 


This student tabulation is made possible through the co-operation 
of Dean Edgar O. Holden of the Philadelphia College; Dean H. G. 
Swanson of the Kirksville College; Dr. L. Van H. Gerdine, president 
of the Los Angeles College; Mr. W. B. Carnegie, registrar of the 
Chicago College; Mrs. K. M. Robinson of the Des Moines College, 
and Dean J. M. Peach of the Kansas City College. 
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CASE HISTORY AND DISCUSSION—VII 

This is the seventh in a series of case histories 
presented with a view to stimulating more studious 
search for the basic lesions in puzzling cases. Each 
report tells what was found, what was done, and 
the results. The late Russel R. Peckham wrote 
more or less positive explanations based upon the 
known foundations in anatomy and physiology. 


The patient in this case was a man 30 years of 
age. The chief complaint was soreness in the right 
hip and difficulty in rising from a sitting position. 
The patient’s past history revealed a fall from a 
tree, six months previous to the onset of the pain. 


Before coming to me the patient had been 
treated, without relief, by an osteopathic physician. 
An x-ray consultant had taken pictures of the hip 
joint and claimed that tlere were no pathological 
findings. He also accused the man of being “os- 
teopathy conscious” and taking treatment as if it 
were a religion. 

Upon examination I found a hypermobile fifth 
lumbar and reduced mobility in the first, second, 
and third lumbar vertebra. I also found that the 
head of the right femur was restricted in its motion 
in the acetabulum. Further x-ray study of the lum- 
bar region, with the patient standing first on one 
leg and then on the other, showed a marked reduced 
mobility in side-bending to the left. 


Treatment was given to increase the mobility 
of the dorsolumbar junction, particularly to increase 
side-bending to the left. Care was exercised to avoid 
heightening the motion of the fifth lumbar vertebra. 
Rotation of the head of the femur along the lines of 
Dr. Still’s technic was also given. Treatment, ap- 
plied seven times over a period of two months, 
resulted in a complete elimination of all symptoms. 


Dr. Peckham comments that the condition as 
described strongly suggests psoas involvement. The 
psoas major muscle arises from the sides of the 
lumbar vertebral bodies and their transverse proc- 
esses, to gain insertion at the lesser trochanter. Any 
marked change in the behavior of this muscle must 
result in some dysfunction of the hip joint. The 
nerve supply of the psoas major arises from the 
first, second, third, and fourth lumbar nerves, prin- 
cipally from the second and third. The specific lo- 
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cation of the most severe lesions, together with the 
recovery coincident with their reduction, must have 
been more than coincidence. An additional factor 
in the problem is found in the fact that any marked 
restriction of movement in joints served by a 
muscle, tend to increase muscle tone and prepares 
the way for a myositis. The same situation may 
arise in the case of hypermobility, when the muscle 
is called upon not only to motivate a joint, but also 
to furnish it with continuous support. All of these 
factors were present in the description of the spinal 
condition of this case. Whether an actual lesion of 
the hip joint was present or not is open to question. 
At any rate, manipulation of the joint, indicated in 
the description of treatment, should have a bene- 
ficial effect upon psoasitis through forced extension 
and relaxation. The treatment described should 
have accomplished the following: (1) relief of 
nerve reflex irritation to the psoas by joint mobili- 
zation, as related directly to nerve reflex mechan- 
isms; (2) relief to fixed muscle tone by increasing 
the mobility in joints to which a muscle is attached, 
thereby allowing freedom for normal contraction 
and relaxation; (3) improvement in the condition 
of tissue from which stimuli arise to maintain 


proper state of muscle tone. 
Perrin T. WILSON. 


“BEATING THE BACK TRAIL” 

It is interesting to note how eminent, so-called 
authorities of medical education change their view- 
point and position, 

Morris Fishbein, M.D., has been active in hav- 
ing hospitals standardized to the extent that only 
graduates of Class A medical colleges could serve 
as interns therein. 

It is this same Morris Fishbein, M. D., who had 
an article in the September American Mercury on 
the “Cost of High Obstetrical Care”. Very likely 
some of the information in this article came from 
advance knowledge of the findings of a committee 
whose report has since appeared in book form*— 
a committee headed by Ransom S. Hooker, M. D., 
appointed by the New York Academy of Medicine. 
This report shows that through the three years of 
study, 61.1 per cent of the preventable maternal 
deaths in the territory were the results of incom- 
petence on the part of doctors. This report goes 
on to state that competent authorities say that in 
only 5 per cent of all deliveries need the physician 
do anything. Yet in 67 New York hospitals in- 
vestigators found that nearly 25 per cent of deliv- 
eries were by instruments. To these mothers, 
death came five times as frequently as to those who 
have their children naturally. The observations of 
this committee were that interns have been given 
too wide a field of independent activity. 

Who was it who said, “Chickens come home to 


roost”? 
& 


*Book Notices. Maternal Mortality in New York City. Jour. 
Am. Osteo. Assn., 1934 (Jan.) 33:226. 
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GOING TO WICHITA? YES, INDEED! 


Going to national osteopathic conventions, in 
fact regular attendance at state, district and local 
meetings, can be made a matter of habit. Habits are 
compelling things, and it is interesting to note that 
good habits are just as commanding as are bad 
habits. I haven’t missed a national convention since 
the one held in Los Angeles in 1922 and have missed 
only six since 1908. That is not a perfect record, 
but it has improved as the years go on. It would 
be difficult indeed for me to place a value on the 
friendships made and cemented through my at- 
tendance at national meetings. They are priceless. 
Some of these friends I rarely, or perhaps never, 
see at any other time. The friendly greetings, the 
warm handclasps, the kindly inquiries alone are 
more than worth while. 


I get enthusiasm for the next year’s work. The 
spark plugs get renewed, the batteries are re- 
charged and the carburetor is adjusted. My classes, 
now that I am teaching, get the benefit. When I 
was in private practice, my patients got the benefit. 
It was reflected in my practice. Instead of tending 
to dodge the difficult jobs, I was looking for them. 
I hailed the bad case with glee because I felt I was 
ready for it. Perhaps you think you settle down in 
your own little bailiwick and generate your own 
steam. Maybe you can. If you can, you are a 
wonder. 


It helps me to find out what the other fellow is 
doing and thinking. I want to know what is going 
on. I want to get into the sections and find out not 

only what the other fellow does, but also to see 
‘ how he does it. It is the best kind of postgraduate 
instruction. I hear the best thoughts of the best 
minds in our profession. I have learned much of 
value by spending some hours in the exhibits and 
through visiting with the exhibitors. 


I like to feel that I am carrying my share of the 
load. Organized osteopathy is very important. It 
is becoming increasingly so. It depends entirely 
on you and me. What I don’t carry, you must. We 
cannot shift our responsibility to other shoulders 
and really make progress. I feel that I must give 
time, energy, money, and myself to my profession. 
Of course I get far more than I give. One always 
does. I usually feel that I cannot afford to go, and 
then I figure awhile and decide that I cannot afford 
not to go. On previous occasions I have borrowed 
money to pay my expenses. I may have to bor- 
row it this year. It is a sound investment. 


I am expecting the convention at Wichita in 
July to be the best ever. I know every member 
of the local committee of arrangements. The plans 
are practically complete. That committee just 
couldn’t fall down. I am well acquainted with the 
Program Chairman. If there is anything alive and 
alert in osteopathic thinking, I’ll wager he will have 
it on the general program or in the sections. He 
is a go-getter. I know there will be not only a 


“feast of reason”, but also a “flow of soul’. Wichita 
is a fine city and I know I shall have a good time. 
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So I greet each one of you with the question, “Go- 
ing to Wichita?” and your answer is, “Yes indeed!” 
ARTHUR D. BECKER. 


A. T. Still Research Institute 


CLASS CONTRIBUTIONS—STATEMENTS 
OF INVESTMENTS 


FRED BISCHOFF 
Secretary 
Chicago 


The yearly contributions of $1.00 each made by many 
members of the profession have added a considerable sum 
to the endowment of the Institute. This form of contri- 
bution was started just a few years ago with the idea of 
stimulating friendly rivalry among graduates for the 
honor of their respective classes. Each one, when he 
sends his contribution, gives the name of his school and 
the year of graduation. The A. T. Still Research Institute 
figures up the total number contributing from each class, 
and the American Osteopathic Association publishes the 
results. 

The 1911 class from the American School of Osteop- 
athy furnished the largest number of contributions in 
1931 and again in 1932. In order to save expense the 
notices for 1933 and 1934 were combined. These notices 
have been mailed to the profession and it is hoped that 
each doctor will make a double contribution at this time. 
That will be a total of only $2.00, one for last year and 
one for this. 

While the endowment fund is not large, it shows a 
good healthy condition from year to year and supplies a 
wn background for the advancement of osteop- 
athy. 

While the scope of research activity has been cut 
down on account of reduced earnings, we are fortunate 
in being able to do some work, owing to the fact that a 
large percentage of bonds were insured both as to prin- 
cipal and interest and the insurance company is meeting 
the interest payments regularly. The earnings from these 
investments defray all of the current expenses of the 
Institute. 

Following is a statement showing the manner of in- 
vestment of the endowment fund: 


STATEMENT OF INVESTMENTS 


Par Value or 


Description Principal 
MORTGAGE LOANS 
Alfred, Nels, and Betty Anderson $ 1,800.00 
Louisa Burns, Western Osteopathic Lab............... 1,000.00 
Karl & Augusta Kraneis 4,000.00 
Total Mortgages $ 6,800.00 
BONDS 
1,000.00 
George M. Forman Realty Trust........................... 2,500.00 
Junior Terrace Building 2,500.00 
New York Life Building 10,000.00 
South View Building 3,000.00 
Touraine Hotel 7,700.00 
U. S. Liberty Loan Ist ......... 4,000.00 
Premium on Liberty Bonds .... 92.50 


Total Bonds $32,292.50 


CERTIFICATE OF DEPOSIT COVERING 
DEFAULTED BONDS 


1316-1420 Lake Shore Drive Building................... $ 2,000.00 
Northern Trust Company Depository 


10891 Greenwood Manor 1,100.00 
Chicago Title & Trust Company 

8296 Hall Apartments 2,900.00 
Chicago Title & Trust Company 

1918 La Salle-Wacker Building 1,500.00 


Harris Trust Company 
B284 State & Washington Building............0............ 2,000.00 
Halsey Stuart & Company 
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1698-3000 Sheridan Road 1,000.00 


Chicago Title & Trust Co. Depository 
Total Certificates of Dep. $10,500.00 
STOCK 


3 Shares American National Assurance Com- 
$ 150.00 


pany 
25 Shares No Par Value George M. Forman 
Realty Trust 


Total Stock $ 150.00 
REAL ESTATE 


Heupel & Hodges Farms $ 3,000.00 
Lots—Los Angeles County 6,000.00 
Crockett Farm 7,170.81 


Total Real Estate $16,170.81 
Total Investments $65,913.31 


Department of Professional Affairs 


JOHN E. ROGERS, Chairman 
Oshkosh, Wis. 


BUREAU OF PROFESSIONAL EDUCATION 
AND COLLEGES 
JOHN E. ROGERS, Chairman 


APPLYING EDUCATION TO OSTEOPATHY 
RUSSELL C. ERB, B.S., M.S., F.A.I1.C. 
Philadelphia 


The advances which osteopathy has made in this 
country during the last twenty-five years have been prac- 
tically altogether in the science itself and in its value to 
the public. Future advances will be in the field of edu- 
cation. Therefore it should be timely to give serious 
thought to our method of education as applied in the 
several colleges of osteopathy. 

It is impossible to formulate a theory of education 
except from the standpoint of a conception of its aims. 
In general, the aims of human education can be grouped 
under two main headings—efficiency and personal cul- 
ture. Teachers must strive to make students efficient 
living units and at the same time they must exert all 
their pedagogical dynamos toward the production of a 
personal culture in every student coming under their 
influence. 

The time element does not permit of a great deal of 
expansion along the lines of the personal culture side of 
education. We hold that such subjects as the basic sci- 
ences, while looked down upon by some, are in fact bet- 
ter adapted to satisfy the aims of education than some of 
our so-called specialty subjects. The basic sciences af- 
ford the teacher devices for aiding in personal culture 
through mental discipline. At the same time, these basic 
sciences offer a mental armamentarium necessary for 
efficiency in the formation of the scientific concept of 
osteopathy. 

Let us, therefore, adopt as our premise that as 
teachers in an osteopathic college our foremost aim is 
to make our students efficient. In short, it is our duty 
as teachers to readjust the life of students during an ar- 
bitrary period of four years so that at the end of that 
time they shall be efficient osteopathic physicians. 

This process of readjustment, i.e., increasing effi- 
ciency, is known as training when applied to lower ani- 
mals, and as education when applied to human beings. 


The principal task before us is that of readjusting 
the mental lives of our students so that they may effi- 
ciently meet the tests arising in a practical world. Are 
we consciously holding this aim or purpose before us 
while we are engaged in teaching? 

The lecture method of teaching has but little value 
in modern life. That method of imparting knowledge 
antedated the printing press. Our students are required 
to be able to read. They should be required to own text 
books (not notes). With these requirements rigidly en- 
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forced, it is educational asininity to lecture on subject 
matter already before the students on printed pages. 
Probably the only reason that the lecture method per- 
sists is because of its convenience. 

For a time, let us consider some of the disadvantages 
of the present lecture system: 

The lecture method makes no attempt to cultivate 
original thinking. It answers questions before it asks 
them. The student is literally bombarded with (let us 
hope) facts during an hour encounter. His only hope is 
that he can jot down notes faster than the lecturer talks. 
When this is impossible, he requests mimeographed 
notes so that he may have an easier time before exam- 
inations. 

The lecture method does not permit the student a 
freedom of self-expression. He is assigned to a room in 
which he must sit in an assigned seat and exhibit forced 
attention. His mind is not usually in the receptive mood 
and here again he must fall back on some meager hastily 
assembled notes. The student’s individuality is lost. 

The efficiency of a physician may be measured by 
his ability as a diagnostician. But even in the so-called 
presentation clinics, the lecture method influences the 
period of instruction. A case is presented, the case 
history is read, the provisional diagnosis announced, and 
the patient exhibited to the class with the physical find- 
ings pointed out to the class to substantiate the diagnosis 
made by some one else. The student is merely given an 
opinion, often cloaked as fact. The student is expected 
to believe and is not encouraged to contradict the diag- 
nosis or to form an original diagnosis. He has his diag- 
nosis done for him. He has not been educated to diag- 
nose for himself. 

Let us further amplify this lecturing with case pres- 
entation. Suppose that the instructor would adopt a 
critical mien. Suppose he would question the thorough- 
ness of the case history. By adopting this mood, the 
student naturally would tend to assist the instructor in 
finding fault with the historical phase of the case. In 
doing so, the instructor would be encouraging original 
and critical thought in the mind of the student, which 
is necessary for the attainment of efficiency as the aim 
of education. 

A normal student should be made to acquire five 
attainments, namely: 

1. Askill in observation and experiment. 

2. Abetter memory and knowledge of relevant facts. 

3. An ability to reason and think in a logical system- 
atic way. 

4. Acultivation of the imagination. 

5. Development of a critical and impartial judgment. 

1. The first attainment, i.e., skill in observation and 
experiment, cannot be obtained by the now popular lec- 
ture method. Laboratories, clinics, and demonstrations 
are the desideratum. Our entire fabric of knowledge is 
based on the ideas that come to us from our senses. Not 
one sense but all senses. Sense perception must be de- 
veloped to its fullest under the guidance of the skilled 
teacher. The teacher must afford the stimuli for the 
needed sensory reactions in the minds of students. Lec- 
turing merely stimulates the ear—and this becomes deaf 
when sleep overtakes the student. The laboratory period, 
the clinic hours and class room demonstrations stimulate 
the eye, the ear, the nose, the tongue and the touch. A 
good teacher can arouse all the avenues of sense percep- 
tion. 

2. In the attainment of a better memory and knowl- 
edge of relevant facts the function of the teacher is that 
of guide and adviser. The class period must become a 
conference period during part of which clear assign- 
ments are made and the “meat” pointed out from the 
“gravy” in modern text books. 

3. The ability to reason and think in a logical sys- 
tematic way cannot be attained by sitting through long 
and sometimes uninteresting dissertations. This brings 
forward the great word of the Herbartian system, name- 
ly, apperception. By this term is meant the active con- 
tribution of the mind to ideas received through sense- 
perception and memory of relevant facts. First we 
perceive a thing, then we identify or classify it. This 
identification or classification is what the mind, from its 
previous knowledge, adds or contributes to the sense-per- 
ception. When we identify or classify an object pre- 
sented to our senses, we apperceive it. Apperception is 
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necessary in diagnosis. Students who have not been edu- 
cated along the lines of apperception cannot rightfully 
be considered efficient. 


4. A cultivation of the imagination. Most instructors 
belittle any tendency that a student may have toward 
native imagination. Some instructors go to the extreme 
of utilizing the weapon of sarcasm to put “day-dreaming” 
students back to their assigned seats in the lecture room. 
Many lecturers have pronounced objections to the inter- 
ruptions caused by the imagination of students during 
class periods. Some teachers adopt the “Don’t be fool- 
ish” mood or “It can’t be done” sneer with students pos- 
sessing strong imagination. It is the duty of a teacher 
to encourage imagination. It has been said that a dis- 
ciplined imagination has been at the bottom of all great 
scientific discoveries. We must therefore encourage in 
our students the same imagination that fired the mind of 
the founder of osteopathy. 


5. A development of a critical and impartial judg- 
ment. This is the requisite for all clever diagnosticians. 
Each case or proposition must be judged solely on its 
merits. The imagination is a dangerous but useful ally. 
The conference idea of instruction with the teacher- 
adviser employing the Socratic method of instruction 
should go far towards the development of a critical and 
impartial judgment. If a class is informed that a case of 
diabetes will be presented, all the findings will be inter- 
preted as diabetic because a critical and impartial judg- 
ment has not been formed. However, if the case is 
presented as a questionable condition, a critical and im- 
partial judgment may be stimulated. 


In all of these considerations of educational attain- 
ments, we must assure the student a freedom with re- 
sponsibility. Rousseau advocated the utilization of the 
principle of freedom in education. Freedom was empha- 
sized also by both Pestalozzi and Froebel and stimulated 
by Montessori. Rigidity in educational practices must 
be replaced with flexibility and academic freedom. Our 
students have different native abilities. Our method of 
teaching must be flexible enough for adaptation in indi- 
vidualistic instruction. Our method of measuring attain- 
ment must possess sufficient freedom so that worthy stu- 
dents are not removed from academic engagements 
because they failed to obtain an arbitrary and numerical 
grade. However, it is not the scope of this paper to offer 
our views on the present day systems of grading students. 
It is sufficient to say that much attention is now being 
given to this phase of academic activity at our institu- 
tion. Final examinations in a subject are necessarily the 
only method of determining the educational progress a 
student has made. If a pedagogue follows the principles 
provided in this paper, he should, after a year’s contact, 
he able to determine the “worth” of a student. 


We believe that if the aims or purposes outlined in 
this paper could be made consciously to influence the 
conduct of all our instructors in the classroom and lab- 
oratory, greater progress in osteopathy would be the 
reward. 


BUREAU OF HOSPITALS 


EDGAR O. HOLDEN 
Chairman 
Philadelphia 


PROJECTED A.O.A. STANDARDS FOR TEACHING HOSPITALS 
RECORDS 
(Continued from the February Journal) 

We have previously cited the importance of record sys- 
tems in any evaluation of the credibility and worthiness of 
our hospitals seeking to be listed as full credit institutions. 
Having made analyses of those sheets and forms that go to 
make up the chart of the average routine case, we will now 
complete the picture by considering certain additional sheets 
and reports that may be essential to the record of a case, 
depending upon its identity as emergency, surgical, obstet- 
rical or other special category. Always, there should be 
borne in mind the fact that the accuracy, the completeness 
and the directness of records and record systems form a 
very definite index of the character of work done by the 
staff of any hospital. 


DEPARTMENT OF PROFESSIONAL AFFAIRS 


Journal A.O.A. 
March, 1934 


1, Special Laboratory Reports—Viewing urinalysis and 
blood counting as routine for all cases, the following special 
reports may be required according to the nature of the case: 
Blood chemistry, blood sedimentation, blood typing and match- 
ing, bacteriological examinations, serological examinations, 
gastric analysis, cerebro-spinal analysis, non-surgical biliary 
drainage, fecal analysis, transudates and exudates, sputum 
analysis, etc. All tissues removed in the operating room 
should be examined, described and diagnosed by a compe- 
tent pathologist. 

2. Roentgenologic Reports—A description of the roent- 
genologic examinations should be placed in the patient’s chart. 
All x-ray plates or films must absolutely be kept within the 
hospital, and should be properly filed in the department, be 
cross-indexed, and be kept in easily accessible places. They 
are the property of the hospital and may later be needed in 
legal complications. 


3. Consultation Sheet—When consultation is requested, 
entry should be made, aside from the identifying names and 
serial numbers of the date, clinical and physical findings, 
impression (provisional diagnosis), and recommendations of 
the specialist under his signature with the time of day noted. 


4. Operative Permit.—If the patient is entering the hos- 
pital for specific surgical purposes, permission in the form 
of signature must be given to allow attending doctor to ad- 
minister anesthesia and operate. This signature is obtained 
upon the patient’s admission and the permit is appended to 
the other forms that go to make up the chart. If the pa- 
tient enters for observation and surgery is later deemed 
advisable, the permit is signed during the patient’s stay and 
before the operation is performed. 


5. Anesthesia Sheet.—This sheet is usually made out by 
the anesthetist. It should be a graphic chart containing the 
file number, name of patient, names of all concerned in the 
operation, such as surgeon, assistant surgeon, intern, super- 
vising anesthetist, intern anesthetist, nurse responsible for 
sponge count, and operating room nurse. It should show the 
condition of the patient before and after operation with data 
as to the kind and length of anesthesia, any complications, 
the type of dressings and the name of the oneration. 


6. Operating Sheet.—The operation should be reported on 
a separate sheet. It should be written by the intern or by the 
surgeon, or by his assistant, within 24 hours after the opera- 
tion. There should be given a detailed description of the 
operation instead of merely the name of the operation. There 
should be given briefly the technic of the operation as per- 
formed, the pathology found, the parts removed and their 
condition, the presence or absence of infection, and whether 
bleeding was ordinary or excessive. Anything unusual, and 
whether the wound was closed or drained, should be noted. 
The report should be signed by the writer and countersigned 
by the surgeon. 

7. Obstetrical History—This should contain a record of 
all examinations made and attention given in the prenatal 
clinic, viz., urinalyses, blood pressure, vaginal and cervical 
smears, culture reports, Wassermanns, history and findings, 
patient’s physical condition, measurements of both the pelvic 
inlet and outlet, position of fetus and fetal heart sounds. 
This record, or a transcript thereof, should be taken to the 
ward as soon as the patient is admitted, and should finally be 
attached to the filed record of the case. 

8. Labor Sheet—This should contain the pelvic meas- 
urements, if not available from the prenatal clinic, the history, 
Wassermann test, blood pressure, urinalyses, position of 
the head or other presenting part, notes on the delivery, for- 
ceps if used, time elapsed in each stage of labor and the 
condition of the patient after delivery. 

9. Baby Sheet—This should provide for footprints, for 
a notation of the weight at birth and daily thereafter, of 
the condition of the stools and digestion, etc., and also a 
record of feedings. 

10. Report of Cause of Death.—This sheet identifies with 
all directness the essential particulars concerning the demise 
of a patient. It should comprise both primary and secondary 
causes of death with a record of their duration, what tests 
confirmed the diagnosis, whether an operation preceded 
death, whether a postmortem examination was desired, 
whether friends or relatives were present at the time of 
death, etc. 

11. Autopsy Permit—The importance of this sheet need 
not be more than mentioned. Teaching my means of autopsies 
has assumed a most significant position. Racial and re- 
ligious prejudices have seemed to render the matter diffi- 
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cult. Indifference and indolence on the part of pathologists 
and interns are not to be overlooked. A relative, if properly 
approached will often grant permission, under signature, 
authorizing the physicians of the hospital to perform an 
autopsy on the body of the patient with the object of ascer- 
taining the real cause of death. As a general observation, 
it may be established here that at least 15 per cent of all 
deaths in any of our hospitals should be followed by post- 
mortem examinations. 

12. Postmortem Reports—On a separate sheet for the 
purpose, the findings of the pathologist should be painstak- 
ingly presented in detail. Needless to say, the relationship 
of the information here tabulated is highly important to the 
teacher and to the student. Indeed, at staff conferences 
the consideration of all necropsies during the month should 
occupy central attention. Comparison of antemortem signs 
and symptoms with postmortem observations is decidedly 
profitable. 

13. Follow-Up Record—The record of progress of any 
case should not stop by any means with the patient’s dis- 
charge from the hospital. From the standpoint of a teach- 
ing institution it is unsound to dismiss a patient as cured or 
improved without further checks on the condition of the 
patient at suitable periods. The final result of any given 
case may prove to be at tangent to the recorded condition, 
upon actual investigation and follow-up by a social worker 
or other investigator for the institution. 

In the next installment we will conclude our analysis 
of essential aims and purposes in the matter of records and 
record systems in teaching hospitals and then proceed to 
the consideration of other quite necessary provisions for 
such institutions. 

E. O. H. 


(To Be Continued) 


LOS ANGELES COUNTY HOSPITAL 
The name of Unit No. 2 of the Los Angeles County 
General Hospital has been changed to “Osteopathic Unit.” 
G. W. Woodbury has resigned after six years of serv- 
ice as superintendent of Unit No. 2, and his resignation 
has been accepted. 


Department of Public Affairs 


E. A. WARD 
Chairman 
Saginaw, Mich. 


BUREAU OF CLINICS 
A. D. BECKER 
Chairman 
Kirksville, Mo. 


KANSAS CITY BABY HEALTH CONFERENCE AND CLINIC 

The Kansas City society is laying plans for its second 
annual Baby Health Conference and Clinic to be held at 
the Baltimore Hotel, Kansas City, April 25 to 28. 

Quintos W. Wilson of the Southwestern Hospital, 
Wichita, will be the guest of honor. The clinic will be 
conducted at no cost to the public and the registration 
fee to attending physicians will be only $2.00 

The first three days will be given over to lectures to 
the doctors and clinical examination of children. On the 
fourth day the unusual cases will be brought back for 
reéxamination and for treatment to be prescribed. 

These examinations will be made by specialists before 
the entire group. An educational program for parents 
only will be held on the night of the 26th. The night of 
the 27th will be marked by the banquet and the presenta- 
tion of cups to the most nearly perfect boy and the most 
nearly perfect girl under three years of age and the same 
between three and five years of age. 


LEGAL AND LEGISLATIVE 
A. G. CHAPPELL 
Legislative Adviser in State Affairs 

Jacksonville, Fla. 


BARRED AS COUNTY PHYSICIANS IN SOUTH DAKOTA 
The attorney general of South Dakota on July 24 
directed an opinion to the state board of health that an 
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osteopathic physician is not eligible to the office of county 
physician in that state. He said the only authority he 
finds for the appointment of a county physician is in sec- 
tion 10055 which provides for the appointment annually 
of a “well qualified” physician to attend the county asy- 
lum. He says the provisions of this section existed in 
the laws of the state and of the territory long before the 
practice of osteopathy was recognized there. He says 
that the law governing the practice of osteopathy does 
not authorize the performance of major operations and 
limits doctors of osteopathy “to the methods of practice 
as taught in the standard colleges of osteopathy.” He 
holds that the requirement for a “well qualified physician” 
“contemplates that the person so appointed shall be one 
holding a physician’s license under the provisions of sec- 
tion 7705 of the Code and whose right to practice is not 
limited.” 


STATE BOARDS 


California 


At the annual meeting of the Board, held January 
9 in Sacramento, the following officers for 1934 were 
elected: President, E. B. Jones, Los Angeles; vice presi- 
dent, E. G. Bashor, Los Angeles; and secretary-treasurer, 
L. R. Daniels, Sacramento. 


Governor James Rolph on January 15 inadvertently 
named a chiropractor, M. E. Howland, Placerville, to the 
Board of Osteopathic Examiners, to succeed L. R. Dan- 
iels, the secretary. This error was immediately rectified 
by the governor, however, and newspapers report that 
he announced that Dr. Daniels was to serve temporarily 
on the board and that his reappointment was “a_possi- 
bility.” 

Florida 


Four new members to the osteopathic board were 
appointed January 18 by Governor Sholtz. They are: 
R eldt, Daytona Beach, succeeding Frances Tuttle, 
Miami; E. W. Flynn, Tallahassee, succeeding Julia Kline, 
Jacksonville; Nowal E. Brown, Tampa, succeeding Alfred 
D. Glascock, St. Petersburg; and B. P. Harter, Gaines- 
ville, succeeding I. M. am Tallahassee. Ralph B. 
Ferguson, Miami, and A. G. Chappell, Jacksonville, retain 
their places on the beard. 


Georgia 


The appointment of W. Arthur Hasty, Griffin, and 
A. G. Hill, Savannah, to the State Board of Osteopathic 
Examiners was mentioned in the February Journat. Their 
ig should have been given as expiring September 10, 


Illinois 


O. C. Foreman, Chicago, osteopathic member of the 
State Board, advises that examinations will be held on 
the following dates during 1934: April 10, 11, 12, June 
26, 27, 28, October 16, 17, 18. 


Minnesota 


Arthur E. Allen, Minneapolis, is the osteopathic 
member of the Basic Science Board. The Board meets 
on the first Tuesday of April, June and October. All 
applicants passing the basic science examination can take 
the osteopathic board examination immediately follow- 
ing. Applications should be made to the secretary, J. C. 
McKinley, M.D., University of Minnesota, Minneapolis. 


Oregon 


The first examination under Oregon’s new basic 
science law applicable to all new members of the healing 
professions was held February 24 at Portland. 


Tennessee 


R. L. Park, Trenton, was recently reappointed by 
Governor Hill McAlister to the osteopathic examining 
board. This is Dr. Park’s third term of five years service 
on the board. 
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Hotel Allis, Wichita, July 23-27 


CONVENTION PROGRAM 


LOUIS H. LOGAN 
Chairman 
Dallas, Texas 


THE WICHITA PROGRAM 


Realizing that osteopathy embraces the complete 
field of therapy with its general practice and several 
specialties, we are trying to arrange a program for the 
Wichita convention that will be of continuous interest. 
The whole program is an attempt on the part of the 
speakers to bring out the scientific osteopathic concept 
as applied to practical work. The chairmen of the sec- 
tions are trying to combine the scientific with the prac- 
tical, bringing out the points of specific interest in each 
section. 

The general program runs daily through the morn- 
ing and part of the afternoon. Throughout the week the 
noon recess will be from 12:00 m. until 2:00 p.m., allow- 
ing time for round table conferences and other necessary 
meetings which usually take place with luncheons. In 
the afternoon the general program will run from 2:00 
until 3:30 and the sections from 3:30 until 5:30 or 6:00. 
Those sections using clinics can take care of them in the 
afternoon, though some may arrange for clinics in the 
morning, prior to the opening of the general sessions. 

Meetings of Trustees and House of Delegates will be 
held at the usual hours. 

Friday’s program is extremely full. It is felt that 


this will be a splendid thing since the work in the sec- 
tions and the House of Delegates will be completed so 
that a larger attendance will be possible. The five-day 
convention is short enough at the best and enough good 
work is included on Friday to make it well worth while 
to stay until the close of the program. 

So far as time is concerned, the entire program is 
full. Certain adjustments will doubtless have to be made 
so that the outline as given below may not be accurate 
as to exact hours, but it will give a very good idea of the 
high points of the program: 

Monday, July 23, following the usual opening exer- 
cises, the President’s address and the report of the Exec- 
utive Secretary, will come the scientific program. Harold 
I. Magoun will open with “Researches in Body Chem- 
istry and Their Relation to Osteopathic Fundamentals”, 
followed by George J. Conley with a correlative subject, 
“The Role of the Osteopathic Lesion With Respect to 
Some Common Surgical Disorders”. In the afternoon 
the reports of John E. Rogers and E. A. Ward, chairmen 
of the Departments of Professional Affairs and Public 
Affairs, will be given, followed by Frank Vaughan dis- 
cussing “Osteopathic Procedures in Obstetrics”. 

Tuesday, July 24, W. Curtis Brigham opens the 
morning program with “Chemical Origin of Visceroso- 
matic Reflexes”, followed by W. W. W. Pritchard who 
will speak on “Osteopathy as Preventive Medicine”, 
Mary E. Golden on “Late Research in Foods”, Asa Wil- 
lard on “Fundamentals vs. Incidentals”, Quintus L. Dren- 
nan on “Practical Osteopathic Orthopedics”, Thomas R. 
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Thorburn on “Osteopathic Opportunities”. Chester D. 
Swope, chairman of the Public Relations Committee, will 
make his report. In the afternoon Wallace M. Pearson 
will speak on “Physiological and Biochemical Reasons 
for Removing Osteopathic Pathology by Manipulations”, 
R. H. Peterson on “Local Manipulative Treatment of 
Pathologies of the Nose and Throat”, H. V. Halladay 
on “Osteopathic Nomenclature”, L. V. Credit on “Frac- 
tures in Relation to General Practice” and Ray G. Hul- 
burt on “Professional Publications”. 

Wednesday, July 25, Louis C. Chandler will open the 
morning program with “Complications of Pneumonia”, 
followed by Charles F. Kenney who will speak on “Ef- 
fects of Shock and Exhaustion”, S. V. Robuck on “Scle- 
rotic Heart Disease”, Fred E. Johnson on “Osteopathy 
in Incipient Tuberculosis”, F. P. Millard on “Sacro-Iliac 
Technic” and Dean Swanson, who will give the A. T. 
Still memorial address. In the afternoon a symposium 
will be presented as follows: R. N. MacBain, “Osteo- 
pathic Pathology”, James A. Stinson, “Principles of 
Osteopathic Technic”, J. Stedman Denslow, “Osteopathic 
Diagnosis”. John P. Schwartz will close the afternoon 
program. 

Thursday, July 26, H. V. Halladay will open the 
morning program with “Intervertebral Foramen”, fol- 
lowed by George M. McCole who will speak on “The 
Osteopathic Spinal Lesion”, Edgar D. Heist on “Nerves”, 
George M. Laughlin, “Goiter”, A. G. Chappell, “Legisla- 
tive Report”. In the afternoon L. P. Ramsdell will speak 
on “Why Patients Are That Way”, A. G. Read on 
“Chests of Children’, A. D. Becker on “Clinics”, and an 
O.W.N.A. report. 

Friday, July 27, the installation of new officers will 
open the morning program, followed by symposiums on 
“X-Ray”, “Psychiatry” and “Thermogenic Work”. Anna 
Mary Mills will also present a paper on “Analytical 
Psychology”. 


PLAN YOUR TRIP TO THE CONVENTION 
. NOW! 


To any member of this organization who thinks of mo- 
toring to the Convention, the Conoco Travel Bureau, Den- 
ver, Colorado, offers free travel service. They will send you 
on request, a set of state maps individually marked for you, 
to show you the best and most direct routes from your home 
to the Convention. The types of roads and road conditions 
will be indicated, and lists of hotels and cottage camps in- 
cluded. 

In addition you will receive beautifully illustrated “o 
ture descriptive of places of interest along your way. 
you interested in America’s history, in scenery, in fishing, in 
golf, in hunting, in big cities, or would you like to know the 
shortest way to the Convention? Write the Conoco Travel 
Bureau, Denver, Colorado, or fill in a convenient application 
card available at any Conoco service station. 


American Osteopathic Society of Ophthal- 
mology and Otolaryngology 


C. C. REID 
Editor 
Denver 


POINTS ON EAR TREATMENT 
W. J. DEASON, D.O. 
Wichita 

1. After years of application, finger treatment and 
finger surgery for the normalization of the eustachian 
tube still holds an important place in treatment. When 
indicated it is only a part of the necessary treatment, 
but is certainly an essential part. 

2. Dilatation of the lower or pharyngeal portion of 
the eustachian tube by means of a suitable instrument— 
exercising great care to avoid trauma—is of value in 
addition to direct finger treatment of the external tubal 
parts and lateral pharyngeal walls. 

3. It is useless to treat the eustachian tubes and 
leave an infected nasopharynx, posterior nares, intra- 
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nasal cavities or sinuses, as the reinfection will cause 
further tubal catarrh and ear trouble. 

4. A high nasal septum operation and sinus evacua- 
tion is often the best procedure in beginning ear treat- 
ment because it stops the source of infection and pre- 
cludes reinfection. 

5. The use of a large stiff bougie to open the lower 
part of the tube and break up adhesions is often helpful 
and a necessary part of tubal treatment—sometimes a 
small metal applicator well lubricated and carefully ap- 
plied is effective. 

6. The use of a small, very soft and flexible bougie 
with olive tip is of value in opening the upper part of 
the tube all the way through into the middle ear cavity. 
In many cases of second and third stage catarrhal deaf- 
ness I use such a bougie carrying a low percentage mix- 
ture of phenol, menthol and camphor into the middle 
ear. It favorably affects middle ear pathology just as 
similar substances influence intranasal conditions. 

7. Following the above treatment, direct manipula- 
tion of the ossicular chain by means of a small soft 
bougie often helps to relax those structures. 

8. Following this treatment, in cases of retracted 
ear drums, I use the ear tip and suction bulb, fixing it in 
the external meatus and quickly “jerking” away (taking 
care to avoid rupturing very thin drums) thus drawing 
= oe drum outward and further relaxing the ossicular 
chain. 

9. Dr. Edwards’ treatment, applying suction to the 
nares and external meatus simultaneously, is effective. 
Or one may use two suction bulbs and accomplish the 
same results—an assistant using one bulb 

10. All of this treatment is stimulating to inner ear 
function. 

11. The proper and careful use of the eustachian 
catheter, whether applied through the inferior meatus 
of the nose or under the soft palate, to dilate the lower 
portion of the tube, to carry or direct soft bougies or 
very gently to ventilate the middle ear is often of actual 
value but it certainly can do harm if carelessly used. 

12. Direct digital stimulation of the upper, inner wall 
of the eustachian tube will usually stimulate the otic 
ganglion, reflexly affect the inner ear favorably and in- 
crease hearing. This, however, is often only a temporary 
improvement. 

There are many methods of technic of direct ear 
treatment that have value and there is no single meth 
that will do all. It is the specialist’s business to develop 
thoroughness and certainly the osteopathic specialist 
falls far short when he neglects structural adjustment of 
the cervical and upper thoracic, clavicles and ribs for this 
is often of greatest importance. 


Obstetrics and Gynecology 


GRACE PURDUM PLUDE 
Chairman 
Cleveland 


FUNCTIONAL UTERINE HEMORRHAGE* 
HARRIET L. CONNOR, D.O. 
Los Angeles 


I have chosen functional uterine hemorrhage as the 
subject of this paper not only because it is one of the 
most common conditions met with in gynecological prac- 
tice, but also because it, along with other functional pelvic 
disturbances such as dysmenorrhea and amenorrhea, is 
at the present time the object of a vast amount of interest 
and research which is being carried on in the laboratories 
and clinics both in this country and Europe. 

The gvnecologist is indebted to the physiologist for 
the important advances made in the field of pelvic physi- 
ology in the past few years. Successful treatment of all 
disturbances connected with the complex mechanism of 
female reproduction has always been prevented by the 
fact that there had been available so little accurate knowl- 
edge of the factors underlying normal function. 


DEVELOPING KNOWLEDGE OF ENDOCRINES 


The whole subject of pelvic physiology has undergone 
almost a complete reversal in the past quarter century. 


*Delivered before the 37th A.O.A. Convention, Milwaukee, 1933. 
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Although as early as 1849 Berthold demonstrated that the 
ovary is an endocrine or internal secreting organ, it was 
not until the beginning of the present century that Hal- 
ban demonstrated that the anatomic and physiologic de- 
velopment of the uterus, as well as of the other genitalia, 
is governed by this endocrinal function of the ovary. Pre- 
‘vious to this important discovery, the uterus had always 
been thought of as an independent structure of primary 
importance in the menstrual function. 


Perhaps the most significant contribution to the 
whole complex problem of female endocrinology was 
made by Allen and Doisy in 1922, when they found that 
an extract made from the graafian follicle and injected 
into castrated rats and mice produces changes in the 
vaginal discharge of these animals characteristic of nor- 
mal estrus. They not only discovered this hormone, but 
also developed a simple biologic test for it and standard- 
ized the potency of the extract in terms of rat units. 
Since this discovery, the estrus producing hormone has 
been found not only in the follicle, but also in the urine, 
blood and feces of pregnant women, in the amniotic fluid, 
2 menstrual blood and in the blood of the newborn 
child. 


In 1928 Doisy succeeded in isolating the hormone in a 
pure crystalline form and gave it the name theelin. A 
few months later a German investigator announced the 
discovery of a similar product. 


_ Following these aiscoveries a great wave of enthu- 
siasm swept the country and the new hormone was hailed 
as a panacea for all the disturbances associated with un- 
derdevelopment of the pelvic viscera such as amenorrhea 
and oligomenorrhea, essential dysmenorrhea and sterility. 
Probably these extravagant claims emanated more from 
the pharmaceutical houses manufacturing the product 
than from the more disinterested research workers them- 
selves, who were experimenting with it. At any rate, it 
was received with avidity by the practicing physicians, 
who had long been waiting for some panacea for these 
bugbears of gynecological practice. Some of the research 
men themselves were so enthusiastic about this new hor- 
mone that one of the most prominent of them suggested 
that it be called the female sex hormone; he forgot, tem- 
porarily, that the ovary includes another important struc- 
ture, the corpus luteum. 


As early as 1903 Fraenkel proved conclusively that 
the corpus luteum is necessary to pregnancy, but it was 
.not until 1929 that Corner established the fact that it has 
a secretory function. Hisaw more recently has succeeded 
in isolating the hormone in crystalline form. The term 
progestin has been given to it, from the fact that it is 
necessary to the production, in the uterine mucosa, of the 
so-called progestational changes. It has also been dem- 
onstrated that the corpus luteum, following the rupture 
of the graafian follicle, continues to produce theelin. Thus 
this little body has a dual function in the premenstrual or 
progestational endometrial changes. 


Certain other facts in regard to the corpus luteum 
have long been known clinically. That it retards the de- 
velopment of the immature graafian follicle and subse- 
quent menstruation has been conclusively demonstrated, 
and this knowledge is made use of by veterinarians who 
manually rupture persistent corpora lutea as a remedy 
for sterility in certain of the domestic animals. The im- 
portance of the corpeus luteum in the nidation of the fer- 
tilized ovum and the formation of the placenta, as well as 
its stimulating influence on the mammary gland, have for 
some time been matters of clinical observation. 


COMPLEX FUNCTIONS OF PITUITARY GLAND 


_The most important recent discovery in the endocrino- 
logical field was the demonstration that the anterior lobe 
of the pituitary gland produces a hormone which not only 
initiates ovarian function at puberty but also regulates its 
subsequent monthly activity. To this product the term 
anterior pituitary sex hormone has been given. Certain 
investigators are of the opinion that two sex hormones, 
one termed prolan A, the other prolan B are secreted by 
this gland, the first causing maturation of the immature 
graafian follicle, the other influencing the subsequent de- 
velopment of the corpus luteum. Other investigators be- 
lieve that varying amounts of the same hormone are re- 
sponsible for both phenomena. 


In the past few months some evidence has been pro- 
duced tending to prove that the so-called anterior pitui- 
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tary sex hormone does not bring about the ovarian changes 
directly, but stimulates the production of another inter- 
mediary endocrine substance from the anterior pituitary, 
which is the direct agent causing ovarian activity. This 
would add to the burden which already seems to be 
placed on this gland, since two other important hormones 
have already been isolated. One of them, termed the 
growth hormone, influences skeletal growth, the other, a 
metabolic hormone, acts in conjunction with the thyroid 
to control general body metabolism. 

The anterior pituitary sex hormone is found in large 
quantities in the blood and urine during pregnancy, which 
demonstrates its importance in this process. This fact 
is the basis of the well known Ascheim-Zondek test for 
pregnancy, since demonstrable quantities of the hormone 
are present in the blood as early as two weeks following 
conception, before any clinical signs can be demonstrated. 
As yet no test has been found delicate enough to demon- 
strate its presence in the blood stream in the non-preg- 
nant woman in normal or subnormal quantities. 


ENDOCRINES IN SEX CYCLE 


Not only have the endocrines concerned in the nor- 
mal sexual cycle been isolated, but by careful observa- 
tions on animals and human subjects, the exact period 
of influence exerted by each of them has been calculated. 
In addition to this, the changes going on in the uterine 
endometrium at the different phases of the cycle have 
been ascertained. 

The sex cycle may be said to start after the three or 
four day rest period which follows menstruation, and 
during which all activity in the uterus and ovaries is more 
or less quiescent. The first activity of the cycle comes in 
the beginning development of the immature graafian fol- 
licle, which is to furnish the next ovum, under the in- 
fluence or stimulus of the anterior pituitary sex hormone. 
The follicle increases in size and approaches the surface 
of the ovary, to a position just under the tunica albu- 
ginea or connective tissue coat of this structure. There 
its ripening or maturation takes place, in which it loses 
half its chromatin material and becomes ready for fer- 
tilization. 

Its rupture through the surface of the ovary then takes 
place. In the majority of cases, this has been conclusively 
demonstrated to be from thirteen to fifteen days follow- 
ing the beginning of the previous menstruation. During 
this phase of follicle growth, the follicular hormone, thee- 
lin, or as it is sometimes called, oestrin, is being elabor- 
ated and liberated into the blood stream in increasing 
amounts, from which it is absorbed by the peritoneal 
lymphatics. 

While this process is going on, certain changes are 
taking place in the uterine endometrium as the result of 
its being sensitized to the follicular secretion, which is 
circulating in increasing quantities in the blood stream. 
With the development of the new follicle and the produc- 
tion of theelin, the endometrium begins the process of re- 
generation in which the spongy and compact layers are 
again reproduced. After the rupture of the follicle and 
formation of the corpus luteum, this body continues the 
production of theelin in even greater quantities, and also 
begins to secrete its own specific hormone progestin. 
Under the combined influence of these two hormones, 
uterine vascularization continues, with its typical pro- 
liferation of endometrial stroma and glandular tissue, 
which results in the thickened, highly vascular membrane 
known as the premenstrual or progestational endome- 
trium. In this action of the corpus luteum is demon- 
strated the synergistic, as well as the antagonistic, rela- 
tion to the graafian follicle. The influence of the corpus 
luteum occupies approximately ten days of the entire 
twenty-eight or thirty day cycle, and ceases rather abrupt- 
ly a day or two before menstruation. In fact, it is this 
degeneration of the corpus luteum, with the sudden with- 
drawal of its hormones, which produces the changes in the 
endometrium and, subsequently, the menstrual flow. The 
menstrual cycle is thus seen to be a succession of anabolic 
and catabolic processes, of regeneration following degen- 
eration. 


ABNORMALITIES OF SEX CYCLE 
The sexual cycle appears to be a self-regulating 


mechanism. The excess of theelin thrown into the blood 
stream at the height of corpus luteum activity reaches the 
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point where it acts as an inhibitor of anterior pituitary 
activity. The latter gland stops the production of its 
hormone; the withdrawal of this stimulus causes in turn, 
the degeneration of the corpus luteum and the discharge of 
the accumulated theelin in the menstrual flow. The re- 
sulting lowered theelin level in the blood stream again 
stimulates the anterior pituitary to activity and the cycle 
is repeated. This seems a logical explanation for the re- 
markable periodicity with which ovulation and menstru- 
ation occur. It is apparent, however, that if the sequence 
of events is to occur in a regular and orderly fashion, a 
nice balance must be maintained among the glands con- 
cerned in the function. 

It has b-.n shown by this brief description that true 
menstruation is dependent upon both a normal graafian 
follicle development and ovulation, and a subsequent cor- 
pus luteum formation and degeneration. It has been 
demonstrated, however, that a periodic bleeding is pos- 
sible without the formation of a corpus luteum if the 
follicle does not rupture, but instead undergoes a cystic 
atresia, with the production of a sufficient amount of 
theelin to activate the endometrium, and then, for one 
reason or another, ceases to function. This cannot be 
called a true menstruation, however, since the typical 
progestational changes in the endometrium are incom- 
plete, and the sloughing is not of the regular, orderly 
type. 
as The continued production of theelin by the cystic 
follicle may result in an accumulation of the hormone 
in the blood stream, so that there is constantly a thresh- 
old or excessive amount in the blood and urine. This 
excess depresses the production of anterior pituitary sex 
hormone and as a result the ovary receives no stimulation. 
Ovulation does not occur and a period of amenorrhea 
ensues. 

The exact part played by the thyroid gland in the 
sex cycle is not known, although certain clinical mani- 
festations of disturbance of the menstrual cycle are 
known to exist in thyroid dysfunction. Even less is 
known about the adrenals in this connection; yet certain 
conditions of the adrenal cortex such as tumors and Addi- 
son’s disease are known to influence growth and function 
of the genitalia. 


FUNCTIONAL UTERINE HEMORRHAGE 


The newer physiology has thrown an entirely new 
and brighter light upon the whole subject of functional 
menstrual disorders, and particularly upon that little 
understood condition, functional uterine hemorrhage. 
While the last word on this question has not been said 
and a logical explanation for all such bleedings cannot 
be given, yet a basis has been laid for a more intelligent 
conception of the underlying causes, and for more effi- 
cient and at the same time less radical treatment. 

By functional uterine hemorrhage we refer to the 
condition in which excessive amounts of blood are lost 
at the regular menstrual periods, or at irregular intervals 
not related to the period, in which tnere is no demon- 
strable pathology in the pelvis to account for it. We 
shall thus leave out of consideration such conditions as 
uterine fibroids, malignant uterine growths, ovarian tum- 
ors, and uterine displacements, any of which are well 
known causes of abnormal uterine bleeding. 


ENDOCRINE AND BLOOD CONDITIONS CAUSING 
IIEMORRHAGE 


This brings us down to endocrine disturbance and 
blood dyscrasias as the possible factors in so-called func- 
tional hemorrhage. Even in the pathologic conditions 
mentioned, with the possible exception of malignant uter- 
ine neoplasms and subinvolution, ovarian dysfunction, by 
complicating the disease, is now held to be the chief 
factor in the abnormal bleeding. Needless to say, the 
greatest care should be taken to eliminate actual patho- 
logic states, particularly uterine malignancy, before the 
case is regarded as an endocrine problem; mistaken 
diagnosis and delay in the proper treatment may decide 
the difference between a successful and an unsuccessful 
outcome. 

Having eliminated pelvic pathology, the next step is 
the elimination of abnormal blood states which may be 
a factor in the case. Uterine hemorrhage due to chloro- 


sis, that primary anemia which the older gynecologists 
found so frequently in the adolescent girl, seems to be 
almost a thing of the past. 


No doubt improved general 
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hygiene and more attention to the diet of the growing 
child has tended to eliminate to a large extent this con- 
dition as a cause of uterine bleeding. Recently, attention 
has been called to secondary anemia due to dietary de- 
ficiencies and other causes, as a factor in functional 
hemorrhage. Whether this occurs as the result of in- 
creased permeability of the uterine vessels, or is due to 
secondary endocrine disturbance is not well understood, 
but it is a clinical finding to be kept in mind. 

Purpura hemorrhagica, a blood disease characterized 
by reduction in the blood platelets and decreased coagu- 
lability of the blood, is an infrequent cause of excessive 
uterine bleeding. This disease usually presents no diffi- 
culty in diagnosis, since it also manifests itself in sub- 
cutaneous hemorrhages and bleeding from other mucous 
membranes, especially that of the mouth. True hereditary 
hemophilia is a disease supposed to pe confined to the 
male sex, although transmitted from the maternal side, 
and need not be taken into consideration in this con- 
nection. 

Decreased coagulability of the blood due to calcium 
deficiency is a factor to be kept in mind in uterine hem- 
orrhage. Recent attention has been drawn, in such cases, 
to the possibility of parathyrdoid dysfunction as being 
the underlying cause of the disturbed calcium metabo- 
lism. One investigator has reported good results from 
the use of a parathyroid extract in a series of cases of 
uterine hemorrhage of this type. In actual clinical prac- 
tice, decreased blood coagulation from calcium deficiency 
seems to be of negligible importance in uterine hemor- 
rhage. In Unit Number 2 of the Los Angeles General 
Hospital, a fairly large number of cases, in which the 
coagulation time was checked, failed to bring to light a 
single case in which calcium deficiency was a factor. It 
can be seen that abnormal blood states play a relatively 
small part in the production of uterine hemorrhage, as 
compared with endocrine disturbance. 

So much has been written and said of the endocrines, 
which has had as its basis more fancy than fact, that a 
justifiable feeling of skepticism has arisen as to the value 
of any therapy of this type. In the following discussion, 
therefore, only material which is generally accepted by 
the foremost investigators in the field has been used; 
the case histories cited are to illustrate generally accepted 
facts, rather than to make original deductions. 


PUBERAL HEMORRHAGE 


Uterine hemorrhage in the adolescent girl, or puberal 
hemorrhage, as it is often called, is a phenomenon which 
in the past has been regarded as almost a physiological 
condition, comparable to hemorrhage occurring at the 
menopause period. We now know that neither condition 
can be considered strictly physiologic; at least we know 
that they frequently go beyond physiologic limits and 
can be called real pathologic disturbances which demand 
appropriate treatment. 

In puberal hemorrhage the difficulty of diagnosing 
the causative agent is much reduced by the fact that most 
of the causes for uterine hemorrhage which are found 
in the adult can be eliminated. New growths such as 
malignancies and fibroids are extremely rare in the ado- 
lescent girl, and displacement and pelvic inflammation 
have a comparatively low incidence. 


The most significant finding in hemorrhage of this 
type is a condition of the ovaries known as _ follicle 
atresia, which is caused either by deficient anterior pitui- 
tary function or inadequate response on the part of the 
Ovaries to normal anterior pituitary stimulation. This 
may seem paradoxical, since uterine function has always 
been considered an index of ovarian activity; a decrease 
in the endocrine output of either gland should, to all 
appearances, result in a decreased uterine response with 
absent or scanty menstruation, rather than in hemorrhage. 
However, it has been demonstrated that both amenorrhea, 
or scanty menstrual flow, and excessive blood loss can 
be caused in different cases by the same condition. 

The fault usually lies in an insufficient amount of 
anterior pituitary sex hormone to bring the graafian fol- 
licle to a complete state of maturation; follicle atresia 
takes place at different stages of the follicle development. 
This process continues until there are present in the 
ovary a number of these underripe atretic follicles, each 
producing small amounts of the follicular hormone. Rup- 
ture of the ovum from the follicle does not take place; 
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and no corpus luteum is formed. As a consequence, the 
endometrium, deprived of the corpus luteum influence, 
does not reach a normal premenstrual stage and menstru- 
ation does not ensue. During the period of amenorrhea 
which follows, the endometrium becomes thickened and 
hyperplastic from the continued follicle activity. Finally, 
either as a result of a mechanical break in the mucosa 
or due to an accidental corpus luteum formation from a 
accumulation of anterior pituitary hormone, 
leeding starts which may be excessive and prolonged. 
We note here that amenorrhea and hemorrhage may 
result from the same basic cause; i.e., a failure in com- 
plete ovarian function, and that excess of follicular hor- 
mone sometimes must be ascribed to failure rather than 
to increase in ovarian activity. 


ARTICULAR LESIONS AND THEIR EFFECTS 


It is thought that in some cases the primary defi- 
ciency may lie in the ovary itself rather than in the 
anterior pituitary, and that it may be due to some local 
structural defect, caused possibly by a circulatory dis- 
turbance which is interfering with ovarian development. 

The thyroid gland, also, seems in some cases to be 
primarily at fault; under function of the gland at the 
developing period tends, indirectly through the anterior 
pituitary, to inhibit ovarian action. 

The question arises as to the possible causes of fail- 
ure of these glands to perform their functions in a 
normal manner. In this connection, as osteopathic phy- 
sicians, we are interested in the part that spinal lesions 
may play in bringing about circulatory changes which 
may be responsible. I wish to recall the work done at 
the A. T. Stil! Research Institute in the production of 
spinal lesions in experimental animals. Dr. Burns has 
reported that upper cervical lesions seriously affect 
pituitary gland function and also that the offspring of 
lesioned animals show a tendency to similar disturbance. 
The effects produced by lower dorsal and upper lumbar 
lesions upon pelvic circulation and function have been 
demonstrated. It is more difficult to draw similar deduc- 
tions in the human subject on account of the greater 
difficulty in controlling the influence of other factors 
which may play a part; but the possibility of the in- 
fluence of such lesions in human function should not be 
lost sight of, even when other apparent causes are 
present. 

HEREDITY AND ENDOCRINOPATHY 


Hereditary tendency to endocrinopathy is a factor 
which cannot be overlooked. Sometimes this takes the 
form of deficiency in some particular gland, again it, is 
general infantilism, evidenced not only in the endocrine 
system but in the whole make-up, especially the muscular 
and vasomotor nervous systems. If all the truth were 
known, a certain percentage of these cases of congenital 
glandular deficiency could be traced to the effects of 
syphilis, alcoholism or tuberculosis. The early childhood 
infections, particularly if they occur at puberty, may have 
a profound effect upon the endocrine system, especially 
the anterior pituitary and thyroid, and retard the rapid 
completion of development of the pelvic viscera which 
should occur at this time. 

Malnutrition caused by dietary deficiency or imbal- 
ance is a cause found among all classes, rich and poor 
alike. It is thought that protein and calcium deficiencies 
are especially depressing to ovarian function. Any con- 
stitutional disease with an associated anemia may be a 
factor in endocrine depression; such diseases include 
tuberculosis, nephritis, heart disease and diabetes. 


The faulty development is frequently due to generally 
poor hygiene at the important puberty period. The 
physiology of puberty is more complicated in the female 
than in the male, and the care which is given the girl 
during these two or three years determines the estab- 
lishment of a normal menstrual function, and general 
health throughout her entire life. At this time, there are 
marked reconstructive changes both somatic and psychic 
which are accompanied by alterations in digestion, assim- 
ilation and circulation, as well as marked changes in the 
functions of interrelated endocrine glands. The demands 


made upon the general stability of the girl at this time 
are much greater than is generally realized. As a result 
of all this extra load, the evolution of the generative 
organs may be interfered with; as a consequence, we 
frequently see girls with asthenic and neurotic tendencies, 
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with irregular, painful and frequently excessive menstrual 
function, 

The crowded school curriculum, together with the 
prodding of ambitious parents and teachers are fre- 
quently responsible for the girl’s inability to meet the 
situation. Insufficient time is left for outdoor recreation 
and proper relaxation, so necessary for the child at this 
age. Mental development is forced at the expense of 
the physical. The natural reserve force which she hap- 
pens to have will determine the degree of injury which 
may be done in this way. 


In each case, the determination of the particular type 
of endocrine deficiency and the underlying etiologic fac- 
tors require a careful study from all possible angles. The 
general body type may give a clue as to the gland which 
is primarily at fault. General physical and pelvic examina- 
tions and laboratory work may be needed to further 
establish a diagnosis. 


PITUITARY HYPOFUNCTION 


_ Girls and women with moderate hypofunction of the 
pituitary gland are medium sized and show typical adi- 
posities, which appear in early youth and are limited to 
the hips, lower abdomen, thighs, upper arms and breasts. 
These women have relatively small hands and wrists, 
feet and ankles. Male distribution of the pubic hair—a 
tendency for the hair line to point toward the umbilicus 
instead of presenting a straight or concave upper line— 
is not uncommon, nor is the growth of hair on the upper 
lip and chin. 


_ The genitalia almost invariably show hypoplasia. The 
labia minora are small, the vagina is short and narrow, 
and the uterus is small, firm, and in a position of either 
anteflexion or retrocession. This genital under develop- 
ment is in marked contrast to the general well developed 
appearance of the girl. The sugar tolerance test shows 
an increased sugar tolerance, and eye examination shows 
a contraction of the visual fields. This latter finding is 
almost diagnostic of pituitary hypofunction. The basal 
metabolic rate is somewhat lowered, but not enough to 
be of the diagnostic importance that it is in thyroid dis- 
turbance. 


Primary ovarian infantilism does not appear until 
puberty, when an arrest of genital development and other 
physical changes occur. Minor degrees of ovarian de- 
ficiency produce a slight or fairly normal stature with a 
narrowing of the pelvis and sometimes a disproportionate 
overgrowth of the long bones. This is in contrast to 
anterior pituitary deficiency, in which these bones are 
proportionately short. They are often very feminine and 
attractive in appearance. he skin is soft, the larynx 
small, and the pubic hair may be normal, scanty or of 
the masculine type. Excessive hirsutism is occasionally 
seen. The breasts are small, the pubis is narrowed and 
the normal fat pads about the hips are lacking. The 
uterus is of the infantile or subpubescent type, as are 
the external genitalia. These girls are usually below 
normal weight and are predisposed to poor posture and 
visceroptosis. They have a rather characteristic tem- 
perament, being self-centered, emotional and critical. Dys- 
menorrhea and nervous fatigue are more common in this 
type than in those showing pituitary deficiency. 


The laboratory finding of greatest significance in pri- 
mary ovarian hypofunction is the presence of a demon- 
strable quantity of anterior pituitary sex hormone in the 
circulating blood. This is found by the Ascheim-Zondek 
test, which is ordinarily used as a test for early preg- 
nancy. As we have said, this hormone is not demon- 
strable by any test now available in the blood of normally 
menstruating non-pregnant women. In these cases of 
primary ovarian failure, its presence is an indication of 
a compensatory overfunction of the anterior pituitary in 
an attempt to stimulate activity in the intrinsically in- 
adequate ovaries. The blood sugar tolerance is lowered 
and the basal metabolic rate is also slightly lowered. 


Thyroid deficiency is not an infrequent cause of 
uterine bleeding in the puberal or adolescent period. 
The milder forms show moderate manifestations of men- 
tal inactivity, headache, constipation, dry skin and obesity. 
The adiposity is more evenly distributed and does not 
show a tendency to localize in certain areas as in the 
anterior pituitary deficiency cases. The basal metabolic 
rate is often markedly lowered, but disturbance may 
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occur in patients showing only a slightly lowered rate 
or even in one showing a normal rate. If other physical 
evidences of thyroid deficiency are present, the careful 
administration of thyroid extract may be tried as both 
a diagnostic and a therapeutic measure. If no symptoms 
of thyroid excess develop, as noted by an increase in 
the pulse rate and nervous manifestations, the diagnosis 
of insufficient thyroid activity may be inferred and treat- 
ment should be carried out accordingly. 


TREATMENT OF PUBERAL HEMORRHAGE 


The treatment of functional puberal hemorrhage is 
first directed towards the immediate question of checking 
the hemorrhage. Frequently these girls become seri- 
ously depleted from the blood loss, which may have 
extended over periods of weeks or months. These cases 
formerly offered a serious problem, since the ordinary 
styptics and hemostatics, such as ergot, usually offer little, 
and as a rule only temporary, relief. Today we are much 
better equipped. In the anterior pituitary luteinizing 
hormone extracted from the urine of pregnant women, 
we have almost a specific for this type of bleeding. Two 
cubic centimeters, or in terms in which these products 
are standardized, 200 rat units, injected intramuscularly 
for two or three successive days, in most cases will cause 
an immediate cessation of bleeding. Occasionally one such 
dose is sufficient to get results. 

This large dose of the hormone causes a rapid 
luteinization of the persistent follicles, the consequent ces- 
sation of their secretion, and the production of progestin 
which neutralizes the follicle hormone in the blood 
stream. To prevent recurrence of the hemorrhage the 
injections should be repeated two or three times a week 
in smaller doses of 100 rat units, until it is time for a 
menstrual period, 

After the hemorrhage has been checked, a thorough 
study of the case should be made to determine, if possible, 
the type and underlying causes of the endocrinal dis- 
turbance. All factors which might inhibit glandular func- 
tion should be eliminated if it is possible to do so. Focal 
infections, faulty diet, inadequate outdoor exercise and 
recreation, depressing nervous influences and constitu- 
tional disease must receive attention. 

Osteopathic lesions in regions affecting the invo!ved 
gland should receive particular attention. Bimanual pelvic 
manipulative treatment may be used both to stimulate 
better ovarian and uterine circulation in organs which 
are structurally defective and to facilitate the rupture of 
the cystic follicles. The latter requires repeated and 
rather firm bimanual manipulation of the ovaries them- 
selves, while circulation is improved by gentle stretching 
of the broad ligaments. The bimanual manipulation 
should be given recto-abdominally in these young pa- 
tients, since any vaginal treatment is usually painful both 
physically and psychically. The use of small doses of 
anterior pituitary hormone, 25-50 cubic centimeters, two 
or three times a week, may be used to stimulate follicle 
growth, but for this purpose it is not proving to be as 
successful as for checking hemorrhage. 


X-RADIANCE—THYROID EXTRACT 


The use of careful x-ray radiation, to the anterior 
pituitary lobe and ovaries simultaneously, is a measure 
as yet in the experimental stage. Some brilliant results 
have been recorded in cases where all other measures 
had failed. This type of treatment is attended with some 
risk. The degrée of susceptibility to irradiation varies 
greatly in individuals, and a relatively small dose which 
may stimulate the ovaries to growth and activity in one 
patient may cause destruction of the follicles in another. 
It may be used with the least degree of risk in cases 
of complete amenorrhea, showing no theelin secretion 
in the blood; in ovaries showing such a degree of mal- 
function there is everything to be gained and nothing 
to be lost. The intra-uterine application of small doses 
of radium in cases of functional bleeding has a double- 
edged effect. While it undoubtedly stimulates the ovaries, 
it also produces fibrosis of the uterine blood vessels, a 
condition incompatible with subsequent normal function 
of the endometrium. It is therefore contraindicated in 


girls and women during the childbearing period, but as 
we shall show later, it is one of the most useful weapons 
at our command in menopause hemorrhage. 


Thyroid extract is probably the only really potent 
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endocrine preparation for stimulating ovarian function. 
It is almost a specific for those cases showing thyroid 
deficiency and may be used to advantage in many cases 
showing no marked lowering of the basal metabolic rate. 
A careful check on the pulse should be kept to avoid 
over dosage from the accumulative effect of this useful 
but dangerous drug. 


FUNCTIONAL HEMORRHAGE IN MATURE WOMEN 


The causes of uterine hemorrhage in the late ado- 
lescent and adult woman are more varied than in the 
younger girl. Local pelvic conditions, such as fibroids, 
displacements and pelvic inflammations, are more common 
at this time and must be eliminated betore a diagnosis 
of functional hemorrhage is made. 

_ The causes of functional bleeding in the adult are 
quite similar to those in the girl with anterior pituitary 
dystunction as the most important. Thyroid hypofunc- 
tion is not as frequent, but is sometimes the cause of a 
most persistent and exhausting type of hemorrhage. It 
is one of the most frequently overlooked conditions in 
this connection. Thyroid hyperfunction found in Graves’ 
disease is more often the cause of amenorrhea than of 
excessive bleeding. 

Two interesting cases of thyroid deficiency, associ- 
ated with uterine hemorrhage, came to my attention in 
the Osteopathic College Clinic in Los Angeles. The first, 
an obese woman thirty-six years of age, came with a 
history of a practically constant uterine bleeding during 
a period of four years. The flow began in the intermen- 
strual period, within a few hours following an accident 
in which the patient sustained a severe nervous shock. 
It had since ceased for short periods only while she was 
using drugs for that purpose. She had gained over fifty 
pounds in weight during that time, and weighed 185 
pounds when first seen. Her chief complaint, besides 
the hemorrhage was an increasing sense of weakness, 
but she did not complain of headache or dizziness. In 
spite of the long period of blood loss, a blood count 
showed a nearly normal red count and only slightly 
lowered hemoglobin content. She did not show much 
of the typical edema of the skin, dry hair, and mental 
sluggishness suggestive of typical myxedema, but the 
adiposity was characteristic of thyroid hypofunction, be- 
ing well distributed. The basal metabolic rate was—24, 

She was put under general osteopathic treatment, 
and thyroid extract was administered. It was started 
with one-half grain doses three times daily, and was later 
increased to three grains daily. There were no symp- 
toms of overdosage. The uterine hemorrhage showed 
improvement almost immediately, and was_ entirely 
checked within a week. The absence of all pelvic find- 
ings in this case and the improvement under thyroid 
administration was sufficient evidence to establish the 
thyroid disturbance as the causative factor in the uterine 
bleeding. The patient unfortunately left the clinic after 
a few weeks and we lost track of her. It would have 
been interesting to learn whether or not the thyroid 
extract had to be continued. 

A similar case was a woman thirty-seven years of 
age, who came to the clinic with a history, over a period 
of about two years, of profuse bleeding at her regular 
menstrual periods, accompanied by constipation and feel- 
ing of exhaustion. She had had no acute illness before 
these symptoms developed and they had become pro- 
gressively worse. She gave a history of a gain in weight 
of approximately fifty pounds during that time. 

She was of a typical myxodematous type, having the 
thick edematous skin of the face and neck, drooping eye- 
lids, dry hair, slow nulse and lowered blood pressure. 
The mental reactions were somewhat sluggish. The 
basal metabolic rate was—37. With the exception of a 
fibroid growth the size of a walnut on the fundus, bi- 
manual examination revealed normal pelvic organs. 

In view of the evident thyroid deficiency, it was de- 
cided to try the use of thyroid medication before advising 
surgery for the uterine growth. She was put under 
general osteopathic treatment and thyroid medication. 
The dosage, at two grains three times daily, and later 
five grains daily, was continued over a period of nearly 
six months without evidence of overdosage. 

There was moderate improvement in the first men- 
strual period and by the third period a normal flow was 
reported. It continued normal for the period of six 
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‘months she remained in the clinic. Her feelings of ex- 
haustion and mental sluggishness were greatly improved 
and the blood pressure and pulse returned to normal. 
‘The results obtained without surgery indicated that the 
‘uterine fibroid was not responsible for the menorrhagia. 
We lost track of her two or three months after she left 
the clinic. It would have been interesting to learn 
whether the continued use of thyroid was necessary to 
prevent a return of symptoms. 


CYSTIC OVARIES 


A condition frequently found in the adult woman, 
and which causes a functional type of uterine bleeding, 
is a cystic ovary or ovaries caused by a thickening of the 
tunica albuginea or connective tissue coat of the ovary. 
This comes as the result of chronic inflammatory change. 
This thickening may follow infection of the ovary, espe- 
cially the specific type, or may result from any chronic 
congestive state of the ovaries even in the absence of 
infection. The ovarian follicles cannot rupture through 
the thickened tunica and continue to function and to 
secrete follicular hormone. The result is a hyperplastic 
uterine endometrium similar to the condition produced 
by atretic follicles, caused by deficient pituitary function. 
Hemorrhage results and continues until an accidental 
ovulation with corpus luteum formation occurs, or the 
follicles are forced into the corpus luteum stage by 
artificial measures. 

Extract of the anterior pituitary gland, by producing 
this latter condition will usually stop the bleeding tem- 
porarily. It does not, however, prevent a return in the 
ovary of the cystic condition. This type of cyst may 
sometimes be ruptured by repeated bimanual manipula- 
tion. Treatment of a depleting nature such as glycerine 
tampons, hot douches and pelvic diathermy will help to 
correct the inflammatory or congestive state, and tends 
to prevent the recurrence of the cystic follicles. All 
causes of ovarian congestion, such as uterine displace- 
ment, inflammation of the tubes, and uterine fibroids, 
must be removed if this is to be accomplished. Causes 
of purely functional congestion, such as heart and kidney 
disease, chronic constipation, poor posture and faulty sex 
hygiene also demand attention. 

Cases not responding to conservative measures call 
for surgical intervention. Curettage, formerly so much 
‘used for endometrial hyperplasia, is not employed so 
much now, due to the fact that it is now known not to 
relieve the underlying pathology in the ovary. Results 
from this measure alone are therefore as a rule only 
temporary. In most cases, in fact, unless there is actual 
polypoid degeneration of the endometrium, the hyper- 
plasia will correct itself if ovarian function is restored 
to normal. In cases which do not respond to conserva- 
tive treatment, surgery is the last resort. Resection of 
the ovaries is preferable in women under forty when- 
ever a sufficient amount of functioning tissue can be pre- 
served to'carry on endocrine activity in a fairly normal 
manner. The preservation of a small fragment of ovary 
is not advisable, as it is inadequate to maintain normal 
-endocrine balance and will only cause a protracted period 
of menopausic symptoms. 

The use of light doses of radium in women under 
forty years of age, for the purpose of producing tempo- 
rary amenorrhea, is sometimes indicated in women with 
constitutional disease or much previous surgery, but there 
is always the possibility, even with careful dosage, that 
amenorrhea may be permanent. This type of treatment is 
particularly useful in those in whom, as the result of 
salpingectomy, an ovary has been left with an inade- 
quate circulation and has become cystic, causing uterine 
hemorrhage. 


UTERINE HEMORRHAGE IN MENOPAUSE 


Uterine hemorrhage is one of the more common com- 
plications of the menopause and is often regarded too 
lightly by both the patient and her physician. Due to 
greatly increased incidence of malignancy in women past 
forty, there should be very little temporizing in the treat- 
ment of -hemorrhage, until this possibility has been 
eliminated by biopsy and examination of tissue from both 
the cervix and endometrium. 

True functional bleeding at this period has a definite 
‘etiology, the nature of which has not been well under- 
stood until rather recently. In practically all such cases, 
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follicle cystosis or, more properly, atresia of the ovarian 
follicles can be demonstrated, which produces a condition 
of endometrial hyperplasia. While the ovarian and uterine 
pathology is rather similar to that found in puberal 
hemorrhage, the condition is not due to a lack of anterior 
pituitary secretion as it usually is in the latter, but rather 
to the fact that atrophic changes in the ovary render it 
incapable of responding to normal anterior pituitary stim- 
ulation. It has been demonstrated that in over 50 per cent 
of all such cases there is an actual increase in the pituitary 
hormone as demonstrated by the Ascheim-Zondek test, 
which is regarded as a compensatory reaction on the part 
of the gland to spur the lagging ovaries to increased effort. 

From this it is evident that the use of the anterior 
pituitary sex hormone is not always indicated in meno- 
pausic bleeding, although its use will occasionally check 
the flow. The ordinary styptics such as ergot and hydra- 
strin are usually more successful, but their use is neces- 
sarily limited on account of their toxicity. 

In radium we have a valuable agent for the control of 
menopausic hemorrhage, since its use at this time merely 
hastens the natural atrophic changes taking place in the 
uterus and ovaries. The mortality rate in the use of 
radium is zero, as compared to hysterectomy, and the 
morbidity, time and expense are greatly lessened. There 
is a tendency to a short period of rather severe menopausic 
symptoms following the use of radium, due to the rapid 
ovarian sclerosis, but it is usually much alleviated by the 
use of ovarian therapy, either the whole ovarian extract 
or the follicle hormone. On the whole the period of dis- 
ability seems to be shorter than when surgery is re- 
sorted to. 

Radium is indeed a life saver for women suffering 
from either menopausic functional bleeding or uterine 
malignancy, who, due to constitutional disease, are poor 
surgical risks. 


REFERENCES 
BOOKS 
Crossen, H. S.: Synopsis of Gynecology. C. V. Mosby Co., St. 
Groves, W. Female Sex Hormonology. W. B. Saunders Co., 


P.3 
Philadelphia, 1932. 
Mazer, Charles and Goldstein, Leopold: Clinical Endocrinology of 
the Female. W. B. Saunders Co., Philadelphia, 1932. 


Walscheid, Arthur John: Abdomino-Pelvic Diagnosis in Women. C. 
Vv. osby Co., St. Louis, 1931. 


JOURNALS 
Anspach, Brooke M. and Hoffman, Jacob; Am. Jour. Obst. and Gynec., 
1932 (July) 24:3-12. 
Bakac, G.: Jour. Am. Med. Assn., 1933 (May 27) p. 1733 C.M.L. Ab- 
ar. 


Breckenridge, Scott D.: Am. Jour. Obst. and Gynec., 1932 (June) 
23 :871-875. 


Burch, Lucius E. and Burch, John C.: Am. Jour. Obst. and Gynec., 
1933 (June) 25 :826-833. 


Burns, Louisa: Jour. Am. Osteo. Assn., 1932 (Nov.) 32:79-80. 
Edeiken, Louis: Am. Jour. Obst. and Gynec., 1933 (Apr.) 25:511-516. 


Ford, Francis A. and Mueller, Selma C.: Am. Jour. Obst. and Gynec., 
1932 (Sept.) 24 :329-333. 


Geist, Samuel H. and Glassman, Oscar: Am. Jour. Obst. and Gynec., 
1932 (Jan.) 23:14-24. 


Miller, C. Jeff: Am. Jour. Obst. and Gynec., 1932 (Jan.) 23 :24-30. 
Novak, Emil: Am. Jour. Obst. and Gynec., 1932 (Sept.) 24:319-329. 
eee Am. Jour. Obst. and Gynec., 1932 (Aug.) 


Waters, W. C. and Williams, George A.: Am. Jour. Obst. and Gynec., 
1932 (Apr.) 23:489-493. 


Diagnosis and Treatment 


UNDERLYING CAUSES OF THYROID 
DYSFUNCTION* 


WALTER C. ELDRETT, D.O. 
Carthage, 


The purpose of this paper is not so much to present 
newly discovered causes of thyroid dysfunction, as to 
recall factors which are known to be instrumental in inter- 
fering with the normal size, consistency and colloid output 
of this highly important gland, and to emphasize those 
factors which seem to be most productive of derangement 
in specific function. As a starting point, we shall review 


*Delivered before the 37th A.O.A, Convention, Milwaukee, 1933. 
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briefly the anatomy of the gland as regards its arterial 
supply, venous and lymphatic drainage, and vasomotor 
control. 

The blood supply comes from the superior thyroids, 
branches of the external carotids and from the inferior 
thyroids, branches of the thyroid axis of the subclavians, 
with the occasional occurrence of the thyroidea ima usu- 
ally a branch of the innominate. These arteries are rela- 
tively large, and form a rich superficial plexus whose 
numerous branches pass along the interlobular septa to 
the follicles, where they break up into capillaries. The 
capillaries form a network around the individual follicles 
similar to those surrounding pulmonary alveoli. This 
generous arterial supply is important in etiology. The 
ultimate effect on interstitial and parenchymatous cellular 
activity, of even slight stimulation to the nerves control- 
ling it, is correspondingly amplified, due to the greater 
opportunity for secretory exchange. This is true whether 
such stimulation is direct or through a reflex arc. 


SYSTEMS OF SUPPLY AND DRAINAGE 


The lymphatics begin as perifollicular lymph spaces; 
from these, plexuses follow the interlobular septa to form 
a superficial plexus from which the lymph passes in all 
directions. Its particular drainage, however, is upward 
to the deep cervical lymph glands and downward to the 
superior mediastinal lymph glands. 

Venous drainage consists of numerous small veins 
which emerge from the organ to form a large plexus be- 
neath the capsule, from which the blood escapes by three 
chief courses on each side. The superior thyroid veins 
are double, and follow the artery to open into the internal 
jugular. The middle thyroid vein passes from the side of 
the lobe into the internal jugular, anastomosing with the 
pharyngeal venous plexus. The inferior thyroid veins 
come from the deeper part of the organ and form a rich 
plexus in front of the trachea and drain into the left 
innominate. 

The nerve supply to the gland is derived from the 
superior, middle and inferior cervical ganglia, and reaches 
the gland by way of branches passing along the corres- 
ponding thyroid arteries. The superior cervical ganglion 
is in close relation to the second and third cervical nerves, 
the middle, to the sixth cervical, and the inferior, to the 
seventh and eighth. 

For the sake of clarity it is necessary to group the 
several types of simple goiter under one head, and then to 
consider separately the other dysfunction entities, which 
include cretinism, myxedema and toxic goiter. Since toxic 
hyperthyroidism, because of its frequency, severity and 
extensive manifestations, is productive of the greatest 
gross damage, we will deal with its etiology more in de- 
tail and will leave its consideration to the last. 


“SIMPLE GOITER” 


The term, “simple goiter”, refers especially to that 
pathological condition in which the size, consistency, vas- 
cularity and cellular elements of the gland are changed, 
thus making the underlying causes for such dysfunction 
essentially physical. These causes include osteopathic 
structural lesions, and various physical situations which 
interfere with nervous control or vascular flow. Among 
the latter are causes which, by their nature or previous 
occurrence, are no longer amenable to treatment. Hence 
they need only to be mentioned. Trauma is a typical 
example of this sort of etiological factor. Exposure to 
cold, indiscreet manipulation of the gland, use of water 
with a low iodine content, but with a rich calcium or 
magnesium content and a high degree of radioactivity, over- 
use of the voice in vocal training—these are other factors. 

Physiological influences from related endocrine glands 
which have been shown to initiate tissue change in the 
thyroid include sexual excess in the male, menstruation, 
pregnancy, childbirth, lactation, and the menopause. Par- 
enthetically, we will mention here that when any marked 
change occurs in the thyroid during the climacteric, it 
should be remembered that it may be malignant. These 
and all other causes of the simple type of goiter may like- 
wise be included among those occurrences which pre- 
dispose to hypersecretion, and will not be repeated in 
connection with that condition unless worthy of special 
emphasis. 

The arrangement of the nerve supply, in relation to 
other body structures, is of great significance when rea- 
sons for dysfunction are being sought. It constitutes the 
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most direct and most rapidly transmissible influence on 
secretory cells. Clinical experience has shown that the 
more common lesions which affect the thyroid in this 
manner are those which set up abnormal stimulation of 
cervical sympathetics through cervical ganglia, and thence 
to thyroid parenchyma. The effect of such abnormal in- 
nervation is the distention of the alveoli and formation of 
new ones, the dilatation of blood vessels, and, usually, 
degeneration of the colloid without necessarily altering 
the quality or rate of secretion. Lesions which may in- 
volve the nerve and blood supply to the gland extend 
from the occiput to the fifth dorsal segment and include 
the corresponding ribs, as well as the hyoid, mandible and 
clavicle. However, those most responsible for definite 
alteration in vascular control or nutrition are: Subluxation 
of the head of the first rib upward and backward and 
clavicular lesions by direct pressure on the three thyroid 
veins and on the inferior and stellate ganglia; subluxa- 
tions of the cervical vertebrae which effect the second, 
third, sixth, seventh, and eighth cervical nerves and in 
turn the cervical ganglia. 


CRETINISM AND MYXEDEMA 


The condition known as cretinism can be dismissed 
by restricting the term to congenital thyroid deficiency 
from hereditary influence. Myxedema, also a hyposecre- 
tion disorder, will be treated very briefly on account of 
its low incidence. The same lesions of innervation which 
are responsible for other thyroid pathology are also fac- 
tors here. Surgical removal of the gland, hereditary tend- 
ency, overwork, anxiety, poor nutrition, and low grade 
conditions that lessen tissue resistance are among the 
causes. 

TOXIC HYPERTHYROIDISM 


Among the various factors producing hypersecretion, 
or so-called toxic hyperthyroidism, there are some which 
stand out. They include infectious foci, especially those 
of the head and neck; nervous instability induced by pro- 
longed mental strain or excessive nervous shock; func- 
tional change; organic disease in the other endocrinal 
glands; and structural osteopathic lesions. 

Infectious foci affect the thyroid by throwing bac- 
terial toxins into the blood stream. These damage the 
thyroid particularly because of its great vascularity. 

General nervous instability produces a hyperstimula- 
tion of the sympathetics which, since it is general, includes 
cervical ganglia and so produces a vasodilator type of 
vasomotor ataxia in the gland itself. 

Organic disease in the other glands of internal secre- 
tion causes hypersecretion of the thyroid by the altered 
quality or quantity of the various substances which are 
present in the blood stream. The definite effect of each 
is not as yet clearly understood, but it has been demon- 
strated by clinical and laboratory tests that the endocrines 
furnish chemical substances of two main types, sympa- 
theticotonic and vagotonic. Those which seem to stimu- 
late the sympathetic system are the thyroid, adrenals, 
ovaries and testes, and the pituitary; while in the latter 
group are the pancreas, parathyroids, corpora lutea, and 
possibly the liver. 

Physiologists have shown in laboratory experiments 
that artificial stimulation of a single cervical sympathetic 
nerve has of itself induced a marked condition of hyper- 
thyroidism, ali other possible causes being eliminated in 
the tests. Treves says that stimulation of the laryngeal 
nerves has also produced a definite hyperthyroidism. Le- 
sions of the second and third, and third and fourth dorsal 
segments cause local irritation and congestion, and pro- 
duce a constant stimulus which, in turn, constitutes in- 
creased nervous activity which is translated into increased 
glandular activity through its sympathetic nerve connec- 
tions. These laboratory tests have been substantiated by 
clinical cases in which correction of disturbed nerve rela- 
tions has resulted in amelioration of the toxic symptoms 
or in complete cure. 


AS AN AFTERMATH 


So that we may not deny the possibility of thyroid 
pathology in a doubtful case without careful investigation, 
we might point out that this gland may be affected sec- 
ondarily by toxins left in the blood as an aftermath of the 
following list of systemic infections: Rheumatism, typhoid, 
puerperal infections, enteritis, diphtheria, influenza, com- 
mon colds, measles, small pox, general septicemia, intes- 
tinal stasis with autotoxemia, tuberculosis, and syphilis. 
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There is no virtue in recognizing etiological factors 
in this or any other disease condition unless it enables us 
to do something about it. So it is more important to 
concentrate on causes which are amenable to treatment. 
In the face of such a multiplicity of possible causes it 
would seem that treatment would have to include in many 
of these cases correction of the entire make-up of the 
individual. It would have to correct structural abnormali- 
ties, produce perfect elimination, rectify or rationalize all 
environmental lesions, and normalize as nearly as pos- 
sible the other endocrinal glands. 

Needless to say, successful handling of toxic hyper- 
thyroidism demands careful and painstaking attention to 
every possible body lesion, no matter how seemingly 
insignificant or remote. Although surgery should not be 
put off too long, we should not be satisfied to resort to it 
until we have eliminated all body lesions. 
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SHOES AS AN AID TO HEALTH 
By MR. GEORGE E, MUSEBECK 


(The following has been adapted from an article in a 
recent issue of The Boot and Shoe Recorder, written by Mr. 
George E. Musebeck, a prominent shoe manufacturer, and is 
offered here because it sounds a note of hope for the shoes of 
the future Editor.) 


Shoe manufacturers are waking up to the fact that shoes 
must be more than just shoes, for the simple reason that up 
to the present time they have been much less than shoes, The 
astounding fact that nine out of every ten persons have some 
form of foot trouble is jolting shoe makers into thinking 
about something besides style. That shoes must play at least 
some part in all this foot trouble is proved by the fact that 
99 out of every 100 babies are born with perfect feet. 


At least a partial solution of the problem will come when 
the average shoe dealer knows as much about the human 
foot as the average mechanic knows about an automobile. 
When that time comes, there will be fewer “style” shoes and 
more “health” shoes. We grant, of course, that style must 
have its place in the making of shoes, but there need be no 
fight between style and foot health. If shoe manufacturers 
did a good job, the public would become educated to shoe 
styles that are healthful. 


We are not saying that this way would be without diffi- 
culties. A conscientious dealer, who knew feet and their needs, 
might try to supply his trade with a shoe that was correct 
from the health angle; but which made no attempt to follow 
the fads in its styles. His efforts would be misunderstood. 
He would be classed as a fanatic. He would still have to 
deal with vanity. Yet he could go far with the people who 
are really wanting the shoes that are best for their feet. And, 
in time, he could educate the others into seeing that a shoe 
need not be homely or out of style to be good for the foot. 


The depression, as far as some of the progressive shoe 
manufacturers have been concerned, has offered a golden 
opportunity. The lag in business activity has given them time 
for study and research into matters of foot health and shoes. 
They have brought to light some startling facts. From case 
after case of actual experience it has been proved that shoes 
have a direct relationship to health. People have been made 
ill by wearing incorrect shoes; they have been helped by wear- 
ing correct shoes. 

The first business of shoes is to protect and support the 
feet so that they can function normally. They must assist 
and not interfere with the rest of the body. This is what the 
shoe manufacturer of the future must first consider. Style 
must be secondary. 

No sane shoe maker, however, is going to advertise his 
shoes as “cure-alls.” He is not going to try to take the place 
of a physician. He is, rather, going to work hand in hand 
with doctors. Thus he will attain the ultimate goal of real 
health in shoes. His permanent success will lie in constant 
study and research—in finding the way to give his customers 
what is best for them, and in making them like it! 
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CESAREAN SECTION* 
H. L. COLLINS, D.O. 
Chicago 

Due to the improvement of surgical asepsis and sur- 
gical technic during the last two decades cesarean section 
has been performed with such growing frequency that 
in recent years it has possibly been done too frequently 
and for insufficient reason. It requires a nicety of judg- 
ment and a reserved enthusiasm to decide between ab- 
dominal and vaginal delivery. 

Previous to 1882, when Sanger recommended an ef- 
ficient uterine suture, practically the only indications for 
cesarean section were a contracted pelvis or a dead 
mother and a live baby. Since that time, with a decrease 
in mortality, the indications have steadily increased. Now 
it is said that there are physicians who have proposed 
— section to save a woman the pain of normal 
abor. 

When we speak of our indications for doing a certain 
obstetric operation, we mean our reasons for doing that 
particular operation to the exclusion of all others. To 
be sound, these reasons must be based upon a thorough 
knowledge of all the operations which might be applied 
to the given case. This knowledge should not only be 
technical, but should also include a familiarity with the 
results; I mean here maternal and fetal morbidity and 
mortality. 


CONTRAINDICATIONS 


An understanding of the contraindications is also im- 
portant. For example, cesarean section for a contracted 
pelvis whose true conjugate is 8 cm., to deliver a five 
pound premature baby, is distinctly contraindicated. Even 
though the pelvis is contracted, the baby is small enough 
to be delivered by other means. In any obstetrical op- 
eration, a consideration of contraindications is as im- 
perative as that of indications; there are two lives to 
consider, the maternal and the fetal, and in practically 
no obstetrical operation are the “life and death chances” 
of both equal. 

The contracted pelvis whose true conjugate is 5 cm. 

or less is at present accepted as an absolute indication 
for abdominal cesarean section, since even after crani- 
otomy it may be impossible to deliver the fetus. In a 
pelvis whose true conjugate is between 7.5 cm. and 5 
cm. the indication is theoretically relative, for though 
a normal full term child cannot be delivered spontan- 
eously, it is sometimes possible to empty the uterus by 
other means than cesarean section, 
_ _In the border line pelvis, wherein the true conjugate 
is between 7.5 cm. and 9 cm., the possibility of spon- 
taneous delivery depends almost entirely on the size of 
the head and the quality of the pains. Therefore, a 
primipara with a border line pelvis and an average sized 
baby is justified in having a test of labor. 

One should bear in mind that disproportion is often 
made the scapegoat of cases of non-engagement which 
are, in reality, due to insufficient flexion. I know of 
more than one case in which the patient was prepared 
for operation and escaped section only when it was dis- 
covered at the last moment that the baby’s head had 
entered the pelvis. Experiences such as these are salu- 
tary inasmuch as they impress upon us the value of 
watchful and intelligent waiting. 

If the head engages, labor may proceed to spon- 
taneous delivery or may be terminated by forceps or ver- 
sion. The patient should be closely watched and extreme 
care used in determining the progress of labor; internal 
examination should be made per rectum rather than per 
vaginam. If the head fails to engage after a reasonable 
duration of good pains, four to six hours, cesarean section 
should be done in preference to other means such as high 
forceps or version. 

In the case of a multiparous patient who has a bor- 
der line pelvis, and a history of previous instrumental de- 
liveries with dead babies, it is justifiable to perform a 
cesarean section either when labor begins or before it is 
well established. 


*Delivered at the 37th A.O.A. Convention, Milwaukee, 1933. 
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PELVIC DEFORMITY 


A deformed pelvis has long been regarded as an in- 
dication for cesarean section. Whether or not this is an 
indication depends upon the variety and extent of deform- 
ity. The most frequent and troublesome deformity is the 
funnel shaped pelvis. This is true because it so closely 
approaches normal. The funnel shaped pelvis is one whose 
measurements at the brim are normal, but whose outlet 
transversely and anteroposteriorly is smaller than normal. 

A transverse diameter of 7 cm. or less was once con- 
sidered a positive indication for cesarean section. In 1906, 
however, Klein showed that this does not always hold 
true, and that a spontaneous delivery depends more on 
the posterior sagittal diameter—the distance from the trans- 
verse diameter to the tip of the sacrum—than on the 
transverse diameter. 

A short transverse diameter prevents the head from 
closely approximating the pelvic arch. In this event, de- 
livery is possible only if the posterior sagittal diameter, 
or the distance from the transverse diameter to the tip 
of the sacrum, is adequate to allow the passage of the 
child's head. For instance, a woman whose pelvis 
measures 6.5 cm. transversely and 7 cm. posterior sagit- 
tally, might require cesarean section, while one whose 
transverse diameter was 5.5 cm., but whose posterior sa- 
gittal measurement was 10 cm. or more, might be deliv- 
ered naturally. 

Dystocia due to disproportion is usually thought of in 
terms of the degree of pelvic contraction, without regard 
to the relative size of the child’s head. Sometimes the 
head of large overtime babies is so firmly ossified and so 
large that moulding and engagement will not take place 
even in a pelvis whose measurements are normal. In these 
cases cesarean section is indicated. 


ECLAMPSIA 


For the past few years some obstetricians have been 
quite enthusiastic in their advocacy of cesarean section in 
cases of eclampsia, in both primiparae and multiparae. 
Although this is not a dissertation on eclampsia, I should 
like to advance the opinion that in the majority of in- 
stances eclampsia is preventable. If more women were 
under proper care and close observation, the development 
of this grave condition would be far less frequent than it 
is now. 

In my opinion, the advocacy of immediate cesarean 
section for all cases of eclamptic convulsions, either early 
in labor or before it starts, should be limited. The eclamp- 
tic woman should be delivered not necessarily at once, but 
within a reasonable time. Especially is this true in a 
multipara. If, in a multipara, nature is given a chance, 
labor will almost invariably begin after a few convul- 
sions. The cervix will begin to dilate and the case will 
proceed to rapid spontaneous delivery. If there is an ag- 
gravation of symptoms and occasion to hurry, the cervix 
will soon permit manual dilatation, and a version will 
effect delivery. 

In primiparae, however, this sequence cannot be ex- 
pected. Even though labor may start, it will be much 
slower. Some doctors still use a rubber bag (metreuryn- 
ter), to hasten dilatation, but this procedure usually re- 
quires from eight to ten hours. During this time the 
patient is in grave danger. She is suddenly overwhelmed 
by a profound toxemia; the convulsions are coming at 
shorter interval$’ and are lasting longer. Before delivery 
takes place she may succumb to cerebral hemorrhage or 
toxemia. In this type of case, it is not safe to temporize, 
as one might in multiparae. 

Cesarean section answers the requirements for safe 
immediate delivery better than any other operative pro- 
cedure, though the profound toxemia makes the case very 
serious and keeps the mortality percentage high. 


PLACENTA PRAEVIA 


The increasing tendency to perform abdominal ce- 
sarean section for placenta praevia, regardless of the va- 
riety, is hardly justifiable. Some cases of marginal 
placenta praevia may need no treatment at all. The pre- 
senting part may exert sufficient pressure to control the 
hemorrhage; if it does not, a bag or Braxton Hicks ver- 
sion, may be used to control the hemorrhage until suf- 
ficient dilatation can be obtained for delivery. However 
this may be, I am of the opinion that it is not the loca- 
tion of the placenta in the lower uterine segment which 
counts so much as it is the amount of hemorrhage and 
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the condition of the cervical os. If the hemorrhage is 
severe and the os is closed, the safer procedure is to 
perform a section without delay. In a primipara, at or 
near term, where a diagnosis of placenta praevia has been 
made, even in cases of moderate or slight hemorrhage, it 
is in the best interest of the mother and the child to de- 
liver by means of a section. 

One of the most serious complications which may 
develop in the pregnant woman is the premature separa- 
tion of a normally located placenta, due to hemorrhage. 
The visible type, where the hemorrhage pours out of the 
uterus, need not be considered in detail. The necessity 
for prompt energetic measures is evident. The concealed 
type, however, in which the hemorrhage is imprisoned 
in the uterus, is one of the most baffling conditions 
in obstetrics. The mortality rate is higher than in any 
other obstetrical calamity, unless in the case of a rup- 
tured uterus. 

Whenever a woman gives the severe constitutional 
symptoms of a suddenly rapid, weak or thready pulse, 
pallor and cold perspiration, moderate thirst or, possibly, 
air hunger, rapidly increasing weakness and a tonically 
contracted uterus and a large boggy mass occupying the 
fundus—she should have an immediate abdominal cesa- 
rean section, 

Some obstetricians may say that such symptoms might 
also mean a ruptured uterus. They are correct, but the 
distinction is of little practical consequence, since in either 
case an immediate abdominal cesarean section is indi- 
cated. In these cases, our one present chance to lower 
the mortality rate lies in an early recognition of the 
pathology and an immediate operation. 


CARCINOMA OF THE CERVIX 


Carcinoma of the cervix interferes with the process 
of dilatation and labor to such an extent that an abdom- 
inal cesarean section should be performed before labor 
begins. If possible, it should be followed by a hysterec- 
tomy. 

Mechanical obstruction due to pelvic tumors which 
can be neither replaced nor displaced under anesthesia, 
may render a cesarean section necessary. The most com- 
mon of these tumors are fibroids of the uterus and cysts 
of the ovary. It is well to remember that a pedunculated 
tumor which is_ prolapsed in front of the presenting part 
and which seems to present an impassable obstacle to 
delivery, may, under the influence of uterine contractions, 
be drawn up above the pelvic brim before engagement 
of the head takes place. This point may well be con- 
sidered before performing cesarean section upon this type 
of case; but, should obstruction persist, section should not 
be unduly delayed. 

Certain cardiac conditions require cesarean section. 
Occasionally one encounters, even as early as the fifth or 
sixth month of pregnancy, cases of beginning myocardial 
failure. It is evidenced by fibrillation, dyspnea, and edema. 
Where rest in bed and supportive treatment fail to bring 
about any marked improvement, termination of preg- 
nancy by the abdominal route is at times preferable to 
the induction of labor in the hope of delivery by the 
natural channel. A prolonged labor may be the straw 
that breaks the camel’s back. 


CARDIAC COMPLICATIONS 


Women with myocardial damage, in whom the cardiac 
response to exertion is poor should be advised against 
pregnancy. Unfortunately, physicians are not often con- 
sulted by these cardiac cases until after conception has 
taken place. Then it is a matter of watch, hope, and pray. 

The idea, “once a cesarean section, always a cesarean 
section,” is not, I believe, absolutely true. In the ma- 
jority of cases, the uterine scar will not rupture during 
later pregnancies. There is, however, the possibility 
that it may rupture. The patient should be informed 
of this possibility at the time of the operation. She 
should be told, too, that if future pregnancies are de- 
sired she should put herself under close supervision, par- 
ticularly during the last trimester, and that during labor 
it is imperative that she be in a hospital. 

Cesarean section is not a difficult operation. It is per- 
fectly simple for one who practices abdominal surgery. 
The important part is not the technic of the operation, 
but the accuracy of the diagnosis. The important thing 
is to know when cesarean section is properly and justi- 
fiably indicated. 
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EMERGENCY INFLATION BAG FOR 
HEMORRHAGE 


R. R. NORWOOD, D.O. 
Mineral Wells, Texas 


I wish to show you how the proctologist may over- 
come hemorrhage by assembling some simple things in 
his office. They are: 

1. Asurgeon’s glove (preferably new). 

2. A rubber urethral catheter large enough to receive 
an ordinary metal ointment tip, which is included in all 
rectal ointment tubes. 

3. A discarded metal tip from a rectal ointment tube. 

4. Strong cotton string (1 yard). 


Grasp the glove with two hands, one hand holding 
the palm and wrist of the glove, the other holding the 
fingers just below the thumb. With the hands about an 
inch apart, stretch the glove severely, as if you were en- 
deavoring to pull the fingers from the wrist band. Have 
your assistant tie the cotton string smoothly around this 
stretched part, winding it around two or three times while 
it is being stretched. Next, with scissors, cut off the 
fingers, leaving a stub of about one-quarter of an inch. 
Now turn the glove inside out so that the stub will be on 
the inside. Thus you have made, with the palm of glove 
and wristband, an elastic rubber bag. 


Prepare the discarded metal tip of the rectal oint- 
ment tube as follows: Use a blunt instrument as a reamer 
to open the small tip to the size of the internal diameter 
of tube, and cut off the large screw end of the discarded 
tip. This will give you a small metal tube an inch and a 
half or two inches long. Pass this quickly down the 
catheter, which must be large enough to receive the tube, 
to about five inches from the tip of the catheter. Then 
insert the catheter about five inches into the rubber bag. 
Grasp the wristband of the glove around the catheter in 
which the metal tubing has been placed. Holding it 
closely, have a second string wrapped securely four or 
five times around the glove about one inch from the distal 
end of the wristband and tied securely. Include the glove, 
catheter and tube in this tie. Leave the ends of the string 
five or six inches long. 


Now you have a securely constructed bag with an 
opening through the catheter. When it is collapsed you 
may insert it easily in the anal canal. When you have 
inserted it the bag is in the rectum; you may use a ten 
or twenty c. c. syringe to inflate the bag with either air, 
ice water, or oil; it may be filled to the capacity of 18 or 
20 ounces. You can clamp the catheter temporarily with 
a strong hemostat. Insert the glove only to the tied end 
of the wristband, so that a portion of it is protruding 
from the anal canal. With this portion of the glove and 
the string, you may make great pressure with the dis- 
tended bag against the internal sphincter muscle. In other 
words, you can make efforts at pulling the bag out, thus 
making great pressure against the first inch of space just 
above the pectinate line—the region in which bleeding is 
most prevalent. Then with a roll of gauze against the 
rugae, at right angles to the anal canal, fasten securely 
the two ends of the string which are tied to the wristband 
of the glove and maintain this pressure against the lower 
part of the ampulla. 

The patient and doctor will experience a great deal 
more comfort in removing this pack than if it were made 
of cotton or gauze. 


But more curious still in the elaborate animal forms is 
the vast importance to existence of minute quantities of other 
elements or substances. Three grams of iron permit the 
human being to breathe and live. One-hundredth of this 
amount of iodine is necessary for continued existence. 
Fluorine, silicon, manganese, zinc, copper, arsenic, cobalt, 
aluminum, and even lead, are present in traces in the bodies 
of those living under modern conditions of civilization. As 
yet, however, the function of these last mentioned elements 
is undetermined.—A Text Book of Pathology. Delafield & 
Prudden. 
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THE ENLARGED PROSTATE AND PROSTATIC OB- 
STRUCTION By Kenneth M. Walker, F.R.C.S., M.B., B.C. 
Cloth. Pp. 223. Second Edition. Price, $4.25. ’ Oxford University 
Press, 114 Fifth Ave., New York City, 1933. 


This edition follows the first after an interval of ten 
years and the chief changes are in those parts devoted to 
treatment. New chapters relate to malignant changes in 
the prostate and to the mechanism of obstruction. Entire 
chapters are given to suprapubic prostatectomy, perineal 
prostatectomy, and periurethral operations; also to anesthesia. 


DIET IN SINUS INFECTIONS AND COLDS. By Egon V. 
es M.D. Recipes and Menus by Elza Mez. Cloth. Pp. 166. 
Pog $2. 00. The Macmillan Company, 66 Fifth Ave., New York City, 
1933 


This is a small and useable book stressing the impor- 
tance of a diet calculated to counteract acidosis, to in- 
crease the effect of calcium in the system and to prevent 
an eventual lack of vitamins. The importance of restrict- 
ing salt is also explained. The value of fresh food only 
and of alkaline foods with the reduction of animal pro- 
teins and the restriction of carbohydrates is recommended. 
There is a good bibliography and an appendix of recipes 
and menus which should be of considerable value. 


FOOD IN HEALTH AND DISEASE: Preparation, Physiologi- 
cal Action and Therapeutic Value. By Katherine Mitchell Thoma, 
B.A. Cloth. Pp. 370. Price, $2.75. F. A. Davis Co., 1914 Cherry St., 
Philadelphia, 1933. 


The author is Director of Dietetics at the Michael 
Reese Hospital, Chicago, where the principles set forth 
in this book have for five years formed the basis of the 
method developed for teaching student nurses nutrition 
and diet in disease. It is emphasized that there are cer- 
tain unchanging laws of nutrition and certain food re- 
quirements of the body which must be met in every 
adequate, normal diet. Therapeutic diets are shown as 
variants in which none of the essential nutrients are 
ignored. 


Part one of this textbook takes up the various food 
elements and their value. From this foundation the au- 
thor goes to hospital standard diets, high caloric diets, 
diets in obesity, in gastro-intestinal disturbances, in dis- 
turbances of the digestive system, in renal and cardiac 
conditions, in diabetes mellitus, in epilepsy, in gout, in 
arthritis, and food allergy. A special chapter is devoted 
to therapeutic diets as a variation of the normal diet. In 
part three laboratory outlines in preliminary dietetics 
and in therapeutic diets are taken up. 


LIFE-GIVING LIGHT. By Charles Sheard, Ph.D., Sc.D. Cloth. 
Pp. 174. Price, $1.00. The Williams & Wilkins Company, Mt. Royal 
and Guilford Aves., Baltimore, 1933. 


This is one of the series of little books by outstand- 
ing authorities arranged for by A Century of Progress. 
Naturally it is not intended as a textbook, but rather as a 
popular discussion including the biologic and physiologic 
reactions of animal and plant substances to light. There 
are included also the history of artificial illumination, the 
elements of the light spectrum, measurements of light 
energy, the storing of such energy in living tissues, and 
so on. 


THE HISTORY AND EPIDEMIOLOGY OF SYPHILIS. By 
Wm. Allen Pusey, A.M., M.D., LL.D. Cloth. Pp. 113. _e $2.00. 
Charles C. Thomas, 220 E. Monroe St. he Springfield, Ill., 193 


This book consists of three lectures given under the 
Adolph Gehrmann Fund at the University of Illinois. The 
first lecture, on the beginning of syphilis, shows the 
author’s conviction that the disease was imported to 
Europe from the West Indies by the sailors of Columbus. 
The second chapter covers the development of knowl- 
edge relating to syphilis during the next three hundred 
years. The third chapter is on the epidemiology of syph- 
ilis. Dr. Pusey expresses the opinion that 5 per cent of 
the entire population is a fair estimate of the prevalence 
of syphilis in Great Britain and this country. The various 
methods of handling the disease are discussed and he 
looks with an optimistic eye on the chances for control 
of the condition. 
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LIGHT THERAPY. By Frank Hammond Krusen, M.D. Fore- 
word by John A. Kolmer, M.D., Ph.D., D.Sc., LL.D. Cloth. Pp. 
186, with 33 illustrations. Price, $3.50. Paul B. Hoeber, Inc., 76 
Fifth Ave., New York City, 1933. 


The author is well qualified to present the facts which 
are known on the application of light in the treatment of 
disease and frank to admit the limitations of this knowl- 
edge. He begins with the physics and sources of thera- 
peutic light, emphasizes the need for a more careful selec- 
tion of therapeutic rays, discusses the physiological effect 
and goes into technic and forms of administration of light 
rays. Contraindications, dangers, and limitations also are 
well presented. 


HOLT’S DISEASES OF INFANCY AND CHILDHOOD: A 
Textbook for the Use of Students and Practitioners. By the Late L. 
Emmett ee Rs D., and John Howland, M.D. Revised by L. Emmett 
Holt, Jr., M.D., Associate Professor of Pediatrics at Johns eo 
University, on Rustin McIntosh, M.D., Carpentier Professor of Dis- 
eases of Children at Columbia University. Cloth. Pp. 1240. Tenth 
Edition. Price, $10.00. D. Appleton-Century Company, Inc., 35 W. 
32nd St., New York City, 1933. 


This tenth edition of what has long been a standard 
text comes nearer being a “system” than a textbook since 
it includes the writings of many contributors. The man 
who first brought out the work has died, as has also his 
successor, but those who followed them have maintained 
the high standing which has marked the work throughout 
its history. Many sections in this edition have been com- 
pletely rewritten, including those on nutrition and nutri- 
tional disorders, the deficiency diseases, diseases of the 
blood and allergic diseases. Many new sections also have 
been added. 


DIAGNOSIS AND TREATMENT OF POSTUGAL DEFECTS. 
By Winthrop Morgan Phelps, B.S., M.D., M.A., F.A.C.S., Professor 
of Orthopedic Surgery at Yale University, and Robert J. H. Kiphuth, 
Assistant Professor of Physical Education, Yale University. Cloth: 
Pp. 180. Price, $4.00. Charles C. Thomas, 220 E. Monroe St., 
Springfield, Ill., 1932. 


This book is the outgrowth of a study of the male 
students in four institutions, including Yale University, 
over a period of four years. Evolutionary and environ- 
mental influences on posture are taken up. Normal pos- 
ture is studied (defined as the average of a large number 
of postural examinations under the same conditions). Body 
mechanics is studied from the standpoint of the individual 
joint. The mechanical influence of one joint upon another 
is taken up and the effect on the posture of the whole 
body when individual joint mechanics vary. There is a 
complete chapter on corrective exercises and the book is 
well illustrated with photographs, diagrams and anatomi- 
cal sketches. 


MENT DEFICIENCY DUE TO BIRTH INJURIES. By 

md A. Doll, Ph.D., Winthrop M. Phelps, M.D., and Ruth Taylor 

cher, M.A. Cloth. Pp. 289. Price, - 50. The Macmillan Com- 
pon 66 Fifth Ave., New York City, 1932 


Twelve subjects were chosen out of an institution for 
mentally deficient, having a population of some 500. The 
condition of these twelve was believed due to birth in- 
juries. Intelligence tests and other studies were made; 
investigations were instituted as to whether the apparent 
mental retardation was in part at least due to muscle and 
speech difficulties; the possible mental and physical ben- 
efit to be expected from physical therapy was studied, and 
some theoretic implications were formulated even though 
on the basis of such a small number of cases and a com- 
paratively short period of time. It is recognized by the 
writers that danger of birth injury is present not only in 
severe, prolonged, and instrumental delivery, but also in 
births which are apparently normal. The study should 
prove of considerable interest to osteopathic physicians. 


PEDIATRICS. Chapin, M.A., M.D., and 
Lawrence T. Royster, tf Cloth. Pp. 775. Seventh Edition. Price, 
ong William Wood & Po. -» Mt. Royal and Guilford Ave., Baltimore, 


This book went through six editions as “Diseases of 
Infants and Children”. The new seventh edition is com- 


pletely reset and enlarged by a hundred pages. New mat- 
ter included deals with acidosis, anemia, anhydremia, acute 
bronchitis, acute glandular fever, acute rhinopharyngitis, 
acute carditis, acute nephritis, acute otitis media, gastro- 
intestinal disturbances, jaundice, Hodgkin’s disease, dia- 
betes mellitus, poliomyelitis, empyema, malnutrition, inani- 


BOOK NOTICES 319 


tion, undernutrition, rheumatic fever, undulant fever and 
undesirable habits. There are entirely new chapters on 
“Growth and Development” and on “The Appraisal of the 
ns and “Food Elements, Their Digestion and Meta- 
olsm . 


FRONTIERS OF MEDICINE. By Morris Fishbein, M.D. 
Cloth. Pp. 207. Price, $1.00. William k Wilkins Co., Mt. Royal 
and Guilford Aves., Baltimore, 1933. 


A Century of Progress arranged for the publication of 
a series of small books by well known writers on the 
fundamental sciences and it was natural that they should 
ask the editor of The Journal A.M.A. to tell the story of 
the progress of medicine. He told it in a characteristic, 
readable way. Characteristic, too, is the crudity of his 
humor, as for instance when he says that in ancient times 
“the art of trephining had been developed in order to 
permit the demon of illness to escape from the skull. By 
such means it was hoped to heal epilepsy, called the fall- 
ing sickness, and migraine. In many a case, no doubt, a 
cure followed the trephining operation, but the cure was 
due to the fact that life itself had departed because of the 
crude forms of primitive surgerv; like the modern cynical 
estimate of many a surgeon, ‘The operation was a success 
but the patient died’.” 


BONE GROWTH IN HEALTH AND DISEASE: The Biological 
Principles Underlying the Clinical, Radiological, and Historical wa 
nosis of Perversions of Growth and Disease in the Skeleton. By I} 
Harris, D.Sc. (Lond.), M.B., B.S. (Lond.), B.Sc. (Wales), M. RCS. 
M.R.C.P. Cloth. Pp. 248, with 201 illustrations. rice, $10.50. Ox- 
ford University Press, 114 Fifth Ave., New York City, 1933. 


This is a unique and interesting book by an authority 
who has written on this question in leading British peri- 
odicals. He has spent ten years investigating the subject, 
during which time he has had free access to clinical cases 
and plenty of experimental and autopsy material. 

He gives the results of study of arrested growth in 
diseased and in experimental animals; the application of 
the results of this study to the elucidation of clinical facts 
in the diseases of children and of animals, and recent in- 
vestigations, incorporated, incomplete though they are, 
by reason of their value as a reflection of the change in 
outlook. There are splendid pictures, an interesting bibli- 
ography, and good indexes of authors and of subjects. 


OPERATIVE SURGERY COVERING THE OPERATIVE 
eee, INVOLVED IN THE OPERATIONS OF GENERAL 

D SPECIAL ee ERY. Vol. VII. By Warren Stone Bickham, 
a D., and Phar. (Tulane), M.D., (Columbia), F.A.C.S., and Cal- 
vin Mason ee We B.S., M.D., F.A loth. Pp. 849, with 
illustrations. Saunders, W. Square, Philadel- 
phia, 


This volume supplements and completes the first six 
volumes of the set, published eight years before. It at- 
tempts to bring the work up to date by adding to each 
section those operative procedures which have become 
established during these years of change and progress. 
The opening chapters deal with anesthesia, giving special 
attention to paravertebral, splanchinc and spinal anesthesia, 
to the rectal administration of ether and oil and to ethy- 
lene gas and its administration. Many new operative pro- 
cedures are described, and a few oldcr ones which were 
omitted from previous volumes. There is an index to this 
volume and a general index to the entire work. 


HOW TO BUDGET HEALTH. Guilds for Doctors and Pa- 
tients. By Evans Clark. Cloth. Pp. 328. Price, $4.00. Harper & 
Brothers, 49 E. 33rd St., New York City, 1933. 


Mr. Evans Clark is Direcior of the Twentieth Cen- 
tury Fund, Inc., which helped both to organize and to 
finance the Committee on the Costs of Medical Care. He 
has written on other problems of finance and budgeting 
and in this book has undertaken to outline a plan some- 
what in keeping with the suggestions of the majority re- 
port of the Committee on the Costs of Medical Care. His 
plan looks to an elaborate organization of group practice 
and of public health work with payments made on the 
insurance plan. His chapter on group practice reviews 
many clinics, industrial services, university services, labor 
union clinics, and benefit associations. Medical guilds are 
discussed from the points of view of legality, membership, 
organization, finance and relations to hospitals. Prom- 
inent physicians are quoted both in favor of and in oppo- 
sition to the plan and the attitude of the public also is 
deduced from the returns received from 1,500 question- 
naires. 


Current Medical Literature 
Abstracted by R. E. Duffell, D.O. 


The Barbiturates and Other Hypnotics in Labor 


Various drugs to relieve the pains of labor have been 
studied clinically by Frederick C. Irving, Saul Berman 
and H. Bristol Nelson at the Boston Lying-in Hospital. 
Eight hundred sixty patients were studied and eight types 
of anesthesia were used. These were pantopon and 
scopolamine, pantopon and rectal ether, pernoctun, 
sodium amytal and scopolamine, pentobarbital and_ sco- 
polamine, sodium amytal and rectal ether, pentobarbital 
and rectal ether, and pentobarbital and paraldehyde. 


It was the aim of the investigators to produce com- 
plete amnesia from the time the drugs were first admin- 
istered until the patient awoke in bed with no memory 
of her labor. 


The results of their investigations are published in 
Surgery, Gynecology and Obstetrics, 1934 (Jan.) 48:1-11. 
The 860 patients were divided into seven groups of 100 
each and one group of 160, in which sodium amytal and 
scopolamine was used. 


The use of pantopon (a preparation of opium less 
toxic to the fetus in utero than morphine) and scopola- 
mine commonly known as “twilight sleep” in combination 
was found not to be a satisfactory hypnotic. Only 34 
per cent of the patients had no memory of their labor; 
only 33 per cent of the infants born breathed immedi- 
ately after birth; there was a prolongation of labor in 
primiparae; operative incidence was high; and the inci- 
dence of blood lost was the highest encountered in the 
study, being 25 per cent. 


The most satisfactory anesthetic was found to be a 
combination of pentobarbital and scopolamine. It pro- 
duced 86 per cent complete amnesia, 63 per cent of the 
infants breathed immediately after birth, and operative 
incidence was low. 


The other combinations of anesthetics either failed 
to produce complete amnesia, caused excessive restless- 
ness or had a marked effect in delaying the initial res- 
pirations of the infant. 


The authors concluded that pantopon, morphine or 
any of its derivatives should not be used during labor. 
They also concluded that “all methods used delayed the 
initial respirations of the infants to some extent, since a 
control series of cases in which delivery was effected 
without any anesthetic showed only 1.9 per cent of 
infants who did not breathe immediately at birth.” 


The standard method which is now being used at the 
Boston Lying-in Hospital is pentobarbital and scopola- 
mine. “Its sole objection,” it is claimed, “is the fairly 
high percentage of restlessness,which we control by the 
supplementary instillation of rectal ether.” 


The Aseptic Peritoneal Cavity—A Misnomer 

It has long been taught that the peritoneal cavity in 
health is sterile. In Surgery, Gynecology and Obstetrics for 
December, 1933, 57:752-760, Kingsley Roberts, William War- 
ner Johnson and Helen Sue Bruckner, investigators in the 
Research Department of the Surgical Service of the Fifth 
Avenue Hospital, New York, outline their experiments over 
a period of three years which lead them to believe that there 
is no such thing as intraperitoneal asepsis. 

In making these experiments they eliminated the possi- 
bility of contamination by making cultures of (1) bacteria 
of the air in the operating room, (2) bacteria of the skin of 
the patient to be operated upon, (3) bacteria of the deeper 
skin layers, and (4) bacteria of the peritoneal cavity, in cases 
both with and without intra-abdominal inflammatory reaction. 

Careful bacteriologic technic included the use of sterilized 
and autoclaved swabs and test tubes. The technician was 
scrubbed, gowned and gloved as for an operation, and the 
cultures, when from the peritoneal fluid, were taken as soon 
as the peritoneum was incised. Cultures obtained from the 
serosa or inflamed organs were taken as soon as the organ 
was identified. 

The results of the experiments were as follows :— 

(1) Bacteria from the air—Over 90 per cent were found 
to be of the micrococcee tribe (micrococcus, staphylococcus, 
sarcina). Only 0.6 per cent were streptococci. 
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(2) Bacteria from the unprepared skin surface—The 
micrococcee amounted to 60.8 per cent of the total; the 
streptococci, 8.6 per cent; but there was a notable increase 
in anaerobic spore bearing bacilli, 21.7 per cent. 

(3) Bacteria from the prepared abdominal skin—In pre- 
paring the skin, two methods were tried: (a) Application of 
2 per cent iodine in alcohol after cleansing the skin with 
ether, and (b) Application of 5 per cent methylene blue and 
5 per cent gentian violet in 50 per cent alcohol, after green 
soap cleansing the night before operation. Skin scrapings 
from the abdomen as prepared in (a) were found to develop 
positive cultures; while those from (b) were negative. 

(4) Bacteria from the deep skin layers—To obtain un- 
contaminated samples of the deeper layers down to the 
serous Cavity, a solution of methylene blue and gentian violet 
was used to sterilize the skin. Scrapings from the knife blade 
of these deeper structures were found to develop the follow- 
ing cultures: 56.3 per cent micrococcee; streptococci, 10.6 
per cent; anaerobic spore bearing rods, 8.5 per cent. 

(5) Bacteria from the peritoneal cavity—Observing the 
strictest operative procedures and again using methylene blue 
and gentian violet solution for sterilizing the skin and a 
sterile knife other than that used for the deeper skin and 
muscle layers, samples of the peritoneal fluid were taken 
from (a) patients with definite inflammatory symptoms such 
as increased temperature and white blood count, and (b) 
patients with non-inflammatory symptoms. Cultures made 
from these samples were approximately 75 per cent positive 
and there were as many positive cultures in non-inflammatory 
as there were in inflammatory conditions. In regard to the 
types of bacteria present, there were double the number of 
streptococci in the active inflammatory reactions and triple 
the number of colon bacilli. The groups of aerobic and 
anaerobic spore bearing rods showed greater numbers in non- 
inflammatory than in inflammatory conditions. 

The investigators concluded from their experiments that: 
(1) “In 80 per cent of instances a growth can be obtained 
from cultures taken from within the peritoneal cavity. (2) 
This is true, whether the patient be male or female, and 
irrespective of the clinical evidence of the presence of intra- 
peritoneal inflammatory reaction. (3) The character of the 
flora from within the peritoneal cavity differs markedly from 
that obtained from the air. (4) We believe that there is no 
such thing as intraperitoneal asepsis.” 


Current Osteopathic Literature 
Abstracted by R. E. Duffell, D.O. 


The Western Osteopath, Los Angeles 
29: No. 7, February, 1934 


*Certain Developmental Relations of Digestive Neuroses. Olive 
i. sae D.O., and Louisa Burns, D.O., South Pasadena, Calif. 


—p. 

The Care and Prognosis of Head Injuries. K. Grosvenor Bailey, 
A.B., D.O., Los Angeles, Calif—p. 10. 

Impetigo Contagiosa. Edward E. Brostrom, D.O., Los Angeles, 
Calif.—p. 14 

Certain Developmental Relations of Digestive Neu- 
roses—Bondies and Burns have been studying the possible 
relationship between developmental imperfections and the 
functional digestive disease in both patients and experimental 
animals. They give a preliminary report of their problem and 
several illustrative cases. 

Instead of charging the digestive disturbances to the 
nervous system, or blaming the neuroses on faulty digestion, 
the authors found both disturbances due to common develop- 
mental causes. The victims were found to have low pulse 
pressure, shallow respiration, deficient hydrochloric acid, con- 
stipation alternating with diarrhea, mucous colitis, weak vis- 
ceral muscles, flabby spinal tissues, and recurring vertebral 
and costal lesions. Fatigue is quick and recovery slow. 
Nervous symptoms vary in different patients and in the same 
patient. Emotions are often unstable. 

In one case the following developmental defects were 
noticed: “irises of different color, asymmetry of ears, face 
and skull, webbed toes of the right foot, unusually short 
thumbs; Darwin point on both ears; anteversion of uterus; 
supernumary breast on the left side. This patient was ex- 
amined for bony lesions four times over a period of ten 
days and at each examination the list of lesions varied. 
Lesions not only involved the vertebrae and ribs, but also the 
mandible and bones of the feet. 

In another patient an infantile uterus, with sharp ante- 
flexion, was found. The asymmetry of face, ears and skull 
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was moderate and although both irises were brown, one was 
darker than the other. ae 

Still another patient was found on x-ray examination to 
have a redundant colon and the excess length was accom- 
modated by an extra fold in the transverse section. Other 
stigmata included one blue and one gray iris; asymmetry of 
ears, face and skull, short ribs attached to the first lumbar 
vertebra and thumbs of greater than usual length. 

Treatment of the neurotic digestive patient includes the 
repeated correction of lesions. Straps, bandages, supports 
and other measures which might not be advisable or useful 
for persons without developmental defects, are justifiable for 
the persistently recurring lesions. Other measures such as 
hydrotherapy, colonic flushings, correct dietary, freedom from 
worry and excitement, and occasionally complete rest in bed 
will enable these individuals to be fairly comfortable. 


The College Journal, Kansas City College of Osteopathy 
and Surgery 
18:33-64 (Feb.) 1934 

Cervical Ribs. George J. Conley, D.O., Kansas City.—p. 36. 

c *The eg Middle Ear in Childhood. A. B. Crites, D.O., Kansas 
ity.—p. 38. 

Gluteal Erythema or Erythema of Jacquet. Annie G. Hedges, 
D.O., Kansas City.—p. 40. : 
by Gynecological Patient. Mamie Johnston, D.O., Kansas City. 
46. 


, Salient Points for the Osteopathic Accoucher. Louise Ferris- 
Swift, D.O., Kansas City.—p. 47. 

ee Obstetrics.” Margaret Jones, D.O., Kansas City. 

‘ Malaria. A. A. Kaiser, D.O., Kansas City.—p. 52. 
Fever (Body Temperature). J. L. Jones, D.O., Kansas City.—p. 54. 
The Acute Middle Ear in Childhood—The predispos- 
ing causes of otitis media in children are the greater prevalence 
of adenoids and certain anatomical characteristics of the 
eustachian tube which are different than in the adult. A short 
and horizontal tube, a tympanic floor level below that of the 
nasal floor, and the pharyngeal opening of the infant tube 
on the same level as the hard palate are “particularly favor- 
able to the entrance of bacteria from the nasal secretion 
draining posteriorly into the pharynx, and to the develop- 
ment of vascular changes as a result of any pathological con- 
dition within the nose or nasopharynx.” 

The immediate exciting causes may be the common head 
cold, forcible nose blowing, exanthematous diseases, influenza, 
and other pharyngeal infections. The symptoms are recog- 
nized as restlessness, fever, and crying. The child may or 
may not grab at his ear. The appearance of the ear drum 
is diagnostic. It is red and bulging. The local treatment is 
to establish free drainage by myringotomy. Drainage is 
maintained by a wick introduced down to the drum and 
changed as needed. Dry heat helps. The general treatment 
is directed to the pharyngitis present and the usual hygienic 
and osteopathic care. 


The Journal of Osteopathy, Kirksville, Mo. 
41:57-102 (Feb.), 1934 
Tennis and Osteopathy. William T. Tilden—p. 57. 
a Valgus. Harold E. Clybourne, D.O., Columbus, O. 


“Sacro-iliac, Part II. F. P. Millard, D.O., Toronto, Ont.—p. 69. 
Affections. Arthur D. Becker, D.O., Kirksville, Mo. 


“Dementia Praecox. F. M. Still, D.O., Macon, Mo.—p. 73. 
Arthritis. Gilbert H. Kroeger, B.S., Kirksville, Mo.—p. 75. 
Vaccine Therapy in Arthritis. H. E. Litton, D.O., Kirksville, 


Mo.—p. 79. 

Actesisie Post-Graduate Findings. George W. Goode, D.O., Bos- 
ton.—p. 81. 

The Interpretation of Neurological Symptoms, Part. II. Leon E. 


Page, D.O., Chicago.—p. 83. 

Devitalized Teeth. E. E. Walcher, D.D.S., Kirksville, Mo.—p. 86. 

Hallux Valgus—Clybourne states that hallux valgus and 
bunion are two entirely different conditions. There may be 
a slight osteophytic outgrowth in hallux valgus, but the de- 
formity is due to the fact that the first metatarsal has been 
forced out of position by muscle-tendon unbalance. A true 
bunion is an inflammatory swelling of the bursa over the 
metatarsophalangeal joint of the great toe and accompanies 
hallux valgus in three out of ten cases. True bunion without 
hallux valgus is rare. 

The causes of hallux valgus are given as (1) hereditary 
weakness of the metatarsophalangeal joint; (2) improperly 
fitting shoes and stockings which do not conform to the 
natural contours of the feet and change the distribution of 
the body weight; (3) fallen arches and foot strain, due prin- 
cipally to a faulty position of the os calcis and associated 
articulations, again affecting distribution of body weight. 

_ Too much weight is usually thrown on the first metatarsal 
which forces the bone to the median line; the sesamoid bones 
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situated beneath the first metatarsal are forced up between 
the heads of the first and second metatarsals. This occurs 
because the abductor hallucis muscle attached to the lesioned 
os calcis is weakened and its antagonistic muscle, the ad- 
ductor hallucis, pulls the base of the proximal phalanx out, 
with a buckling result. Clybourne says: “The muscles, even 
when inactive, are kept in a state of tension or tendon bal- 
ance so that no one muscle can affect the position of the toe.” 

He further states that the Robinson operation is based 
on the fact that restoration of the normal tendon balance of 
this joint halts this buckling and the resultant deformity is 
remedied. 


Causes of Lesions in Pregnancy 


Lionel J. Gorham in the M.O.H. News for January, 1934, 
gives the most important causes of osteopathic lesions in 
pregnancy. The first of these is the superimposed weight 
of the pregnant uterus which results in a change in the center 
of gravity. An exaggerated lordosis takes place, which causes 
varying degrees of sliding of the fifth lumbar downward and 
forward on the sacrum. To compensate, the patient throws 
her shoulders back and lesions in the upper spine occur. High 
heels tend to exaggerate this condition. One inch heels are 
recommended. 

As pregnancy progresses, there is marked relaxation and 
increased mobility of the sacro-iliac joints as well as separa- 
tion of the symphysis pubis. This may result in the produc- 
tion of lesions. After correction a mechanical support is 
sometimes necessary. 


Conventions and Meetings 


Announcements 


American Collegeof Osteopathic Surgeons, Des 
Moines, October, 1934. 

American Osteopathic Association, Thirty-eighth an- 
nual convention, Wichita, Kan., week of July 23, 1934. 

American Osteopathic Society of Ophthalmology and 
Otolaryngology, Wichita, Kan., July 19, 20, 21, 1934. 

Arizona state convention, Phoenix, May, 1934. 

Arkansas state convention, Little Rock, May, 1934. 

California state convention, Long Beach, June, 1934. 

Eastern Osteopathic Association convention, New 
York City, March 10 and 11, 1934. 

Florida state convention, Gainesville, May 3 and 4, 


Idaho state convention, Pocatello, 1934. 
Illinois state convention, Ottawa, May, 1934. 


Indiana state convention, French Lick, October 10 
and 11, 1934. 


International Society of Ophthalmology and Oto- 
laryngology, Wichita, Kan., July 18, 1934. 

Kansas state convention, Manhattan, October, 1934. 

Michigan state convention, Detroit, 1934. 

Missouri state convention, Kansas City, October, 1934. 

Montana state convention, Great Falls, September 
3, 4, 5, 1934. 

Nebraska state convention, Columbus, September 24- 
26, 1934. 


New York state convention, Rochester, October 13 
and 14, 1934. 


North Carolina state convention, Durham, May, 1934. 
Ohio state convention, Columbus, May 13, 14, 15, 1934. 
Oklahoma state convention, Seminole, April 19, 20, 


1934. 
Pennsylvania state convention, Philadelphia, May 10- 
12, 1934. 


South Carolina state convention, May, 1934. 

South Dakota state convention, Sioux Falls, 1934. 

Tennessee state convention, Nashville, 1934. 

Texas state convention, Fort Worth, May, 1934. 

Vermont state convention, Randolph, September, 1934. 

Virginia state convention, Richmond, May, 1934. 
(Continued on following pages) 
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CALIFORNIA application and general practice of psychotherapy. John 


East Bay Osteopathic Society 
A meeting of the society was held February 10 in 
the East Bay Osteopathic clinic, Oakland. A symposium 
on “Headaches and Their Various Causes” was presented 
by various members of the society. 


Hollywood Osteopathic Luncheon Club 

On January 23, Floyd J. Trenery, Los Angeles, man- 
ager of the Monte Sano Hospital, addressed the club on 
the “Treatment of Head Injuries.” On January 30, 
Bruce S. Collins of the faculty of the College of Osteo- 
pathic Physicians and Surgeons, spoke on ‘“Reconstruc- 
tion of the Arches of the Feet.” In addition to the offi- 
cers published in the February JourNAL, the following 
were elected: Amy S. Ziegler, vice president; Courtney 
Thomas, secretary; Walter Goodfellow, treasurer. 


Los Angeles Osteopathic Surgical Society 
Mr. Howard W. Merrill, subinterne at the Los 
Angeles College clinic, was guest of honor at a dinner- 
meeting of the society January 19. Mr. Merrill discussed 
blood therapy used in the treatment of osteomyelitis and 
chronic infections. 


Orange County Osteopathic Society 

At a meeting of the society January 11 in Santa Ana, 
Cyrus J. Gaddis, Beverly Hills, spoke on postural faults 
in children. 

Pasadena Osteopathic Society 

The regular monthly meeting of the society was 
held January 18 at the home of J. Strothard and Mrs. 
White. Members of the Women’s auxiliary acted as 
hostesses. 


San Diego County Osteopathic Association 

At the regular monthly meeting of the association 
held January 5 at San Diego, James M. Watson, Los 
Angeles, spoke on “Prophylaxis in the Field of Pedi- 
atrics.” 

H. F. Ludwig, president of the association, reported 
that the clinic at Neighborhood House showed during the 
last six months a total of 386 visits with 88 new patients. 


Tri-County Osteopathic Society 


A meeting of the society was held January 27 at 
Santa Barbara. C. J. Gaddis, Beverly Hills, spoke on 
“Postural Defects in Children” and “The Bedside Technic 
in Pneumonia.” 


COLORADO 
Colorado Osteopathic Association 

A sectional meeting of the association, with doctors 
present from Boulder, Longmont, Loveland, Colorado 
Springs, Fort Collins and Denver was held January 20 
at Boulder. John A. Austin, Boulder, talked on “Ob- 
stetrics”; Helen Gibbon, Boulder, spoke on “Research 
with Louisa Burns’; and other talks were given by 
M. M. Ruffo and E. J. Willbanks, both of Denver. R. R. 
Daniels, Denver, reported on the Rocky Mountain Osteo- 
pathic Hospital, stating that the institution is in excellent 
shape. Several improvements have been made, notably 
the installation of a new heating system. 

A resolution was adopted by the association to sup- 
port the proposed bond issue to provide Denver with 
an adequate sewage disposal system. 


Cortex Club 
At the January 15 meeting of the Cortex Club in 


Denver, ; Bumpus was elected president; J. F. 
Schedine, vice president; and M. M. Ruffo, secretary- 
treasurer. 


CONNECTICUT 
Connecticut Valley Osteopathic Association 
(See Massachusetts) 


DELAWARE 
Delaware Osteopathic Society 
A dinner-meeting of the society was held January 11 
at Wilmington. J. Francis Smith, professor of psychiatry 
of the Philadelphia College of Osteopathy, explained the 


W. Allen, Wilmington, reported on clinic work. 


FLORIDA 
Lake County Association of Osteopathic Medicine and 
Surgery 
The second meeting of the association was held 
January 9 at Eustis in the offices of P. R. Spencer. After 
disposing of the formal business of the evening, a profit- 
able round table discussion followed, in which matters 
of special or general importance were considered. 


IDAHO 
Boise Valley Osteopathic Society 

A meeting of the society was held January 18 at 
the home of L. D. Anderson, Boise. F. H. Thurston, 
Boise, read a paper on “The Anatomy and Physiology 
of the Spinal Cord.” O. R. Meredith, Nampa, gave a talk 
on “The Physiology of Digestion.” Dr. Anderson showed 
motion pictures of A Century of Progress exposition. 


ILLINOIS 
Chicago Osteopathic Society 
The February meeting was held on the Ist. A. G. 
Hildreth of the Still-Hildreth Sanatorium, Macon, Mo., 
gave the principal address. He spoke on “Insanity, Its 
Care and Treatment.” 


North Shore Osteopathic Society 
A meeting of the society was held February 16 in 
Evanston, Ill. James A. Stinson of the Chicago College 
of Osteopathy spoke on “Technic and Treatment of In- 
juries to the Knee.” 


West Suburban Osteopathic Society 

The annual business meeting of the society was held 
January 20 at the home of Merle J. Denker, Riverside. 
Erich E. Frankowsky exhibited and discussed an extensive 
series of roentgenograms. 

Officers were elected as follows: President, John P. 
Lycan, Oak Park; vice president, Dr. Denker; secretary- 
treasurer, Melvin B. Hasbrouck, Geneva. Members of 
the program committee were appointed as _ follows: 
Horace Bradley, Elmhurst; Ernest R. Peterson, Oak 
Park; C. N. Clark, Oak Park. Those on the arrangements 
committee are Mesdames Herbert B. Raymond, Hinsdale; 
— E. Frankowsky, Oak Park; and C. N. Clark, Oak 
Park. 

South Side (Chicago) Osteopathic Physicians’ Society 

In addition to the officers named in THE JourNAL for 
December, 1933, the following committee chairmen have 
been appointed: Membership, Wilbur Downing; profes- 
sional education, Henry C. Sands; ethics, Albert Esser; 
industrial and institutional service, Mary Alice Hoover; 
clinics, Louis C. Hanavan; publicity, Bertha Hapke; statis- 
tics, Frederick B. Shain; convention program, Robert 
Clarke; legislation, Mary E. and H. M. Heffelfinger; pro- 
fessional development, May Walstrom. 


Second District Osteopathic Association 

W. A. McClimans, Harvard, reports that a regular 
meeting of the association was held January 11 at Rock- 
ford. Charles E. Medaris, Rockford, was chairman of 
the program. M. C. Beilke, Chicago, presented a report 
on Illinois Osteopathic Association activities and dis- 
cussed “Applied Technic of the Cervical and Sacro-iliac 
Articulations.” L. R. Trowbridge, Dixon, lectured on 
“Lumbar Technic”; E. P. Wright, Belvidere, on “Upper 
Dorsal Technic”; and H. T. Wise, Rockford, on “In- 
nominate Technic.” 


Third District Osteopathic Association 

A meeting of the association was held January 10 
at Canton. E. C. Andrews of the Ottawa General Hospi- 
tal, gave the principal address. Dr. Andrews spoke on 
“Thermogenic Therapy.” His associates in the Ottawa 
General Hospital, Miss Helen J. Voltmer, superintendent, 
Mrs. Stanley G. Bandeen, dietitian, and Albert Rudolph 
Bellerue, M.D., also gave brief addresses. 


INDIANA 
Indianapolis Osteopathic Society 


Officers elected in September, 1933, but not yet re- 
ported are: President, C. B. Blakeslee; vice president, 
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O. E. Smith; secretary-treasurer, F. E. Magee. The so- 
ciety meets the first Friday of each month. ; 


St. Joseph Valley Osteopathic Association 
Rev. Wendell Corcoran, C.S.C., of Notre Dame, Ind., 
gave an informal talk to the association at a dinner- 
meeting held January 17 at South Bend. Following the 
talk officers elected at the last meeting were installed. 


IOWA 


Polk County Osteopathic Association 
Richard N. MacBain, dean of the Chicago College of 
Osteopathy, addressed a meeting of the association Feb- 
ruary 9 at Des Moines. Dr. MacBain had previously 
been scheduled for the January 12 meeting, but the en- 
gagement was postponed. 


KANSAS 


Arkansas Valley Society of Osteopathic Physicians and 
Surgeons 

The December meeting was held on the 28th at 
Larned in the offices of Thomas B. Powell. L. H. Opdyke, 
Otis, discussed the “Diagnosis of Pregnancy in the First 
Trimester.” R. T. McCreight, Larned, spoke on “Labora- 
tory Diagnosis of Pregnancy,’ and F. E. Loose, Lewis, 
discussed and demonstrated “Osteopathic Technic.” 

The January meeting was held on the 25th at Great 
Bend. C. Frederick Smith, Kinsley, spoke on “Diagnosis 
and Treatment of the Lower Extremities.” 


Central Kansas Society of Osteopathic Physicians and 
Surgeons 

Lawton M. Hanna, Clay Center, reports that a meet- 
ing of the society was held January 23 at Abilene. Ath- 
letic injuries were featured at this meeting and nearly 
half those present were athletic coaches. The meeting 
was in charge of E. F. Stark, Abilene, who introduced 
the speaker, H. V. Halladay, Des Moines. Dr. Halladay 
spoke on “The Athlete, the Coach and the Doctor.” 


North Central Kansas-South Central Nebraska 
Osteopathic Association 

The regular monthly meeting was held February 8 
at Beatrice, Nebr. Thomas O. Pierce, Pierce Hospital, 
St. Joseph, Mo., gave the principal address. He spoke 
on some of the problems of the profession and methods 
of meeting them. 

The new officers of the association are: President, 
Ezra N. Ingham, Wymore, Nebr., and secretary, Irwin 
Elliott Nickell, Smith Center, Kans. 


Southern Kansas Osteopathic Association 

K. A. Bush, Harper, reports that the January meeting 
was held February 9 at Caldwell, in the offices of R. 
Wallace. W. S. Corbin, Wellington, presented a clinical 
case. At the business meeting a schedule of fees was 
drawn up for presentation to the FERA. Work was 
started on making a uniform history blank for all 
members. 

Topeka Osteopathic Association 

The January meeting was held on the 4th in charge 
of Nancy J. Godfrey, Topeka, president. The February 
meeting was held on the 15th in connection with the 
semiannual meeting of the Kansas Board of Osteopathic 
Examination and Registration. L. E. Thomas, Topeka, 
was chairman of the committee to arrange for the pro- 
gram. W. S. Childs, Salina, spoke on “The Depression 
and Our National Character.” 

The officers of the association were published in the 
December JourNAL. E. Claude Smith, Topeka, is chair- 
man of the legislative advisory committee, and Genevra 
E. Leader, Topeka, is chairman of publicity. 


Verdigras Valley Osteopathic Association 

Milton V. Gafney, Neodesha, reports that the Feb- 
ruary meeting was held on the 8th at Independence. 
Gil Meyers, Tulsa, Okla., spoke on eye, ear, nose, and 
throat problems of the general practitioner. Discussion 
of the Kansas FERA and CWA program followed the 
address. The association voted 100 per cent to attend the 
coming convention in Wichita. 
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MAINE 
State Association 
The midwinter meeting of the state association was 
held February 3 at Portland. Perrin T. Wilson, Cam- 
bridge, Mass., president of the American Osteopathic 
Association, gave the main address. His topic was 
“Immunity.” 


Central Maine Osteopathic Group 


The annual meeting of the association was held 
January 6 at the home of William Clare and Nora R. 
Brown, Waterville. Jerome M. Watters, Newark, N. J., 
gave a talk on ear, nose, and throat work and conducted 
a clinic. 

Officers were elected as follows: President, Elmer I. 
Whitney, Madison; vice president, Fred Sowden, Gar- 
diner; secretary-treasurer, Wallis L. Bursey, Farmington. 

Olga H. Gross, Pittsfield, publicity chairman, reports 
that the February meeting was held on the 11th at the 
home of William H. Sherman, Augusta. Monroe E. 
Beverly, Augusta, gave a paper on “Varicose Veins.” The 
next meeting is scheduled for Waterville on March 4. 


Eastern Maine Osteopathic Society 


At a meeting of the society held January 12, the fol- 
lowing officers, all of Bangor, were elected: President, 
Charles B. Doron, and secretary-treasurer, Ralph 
Wooster. Charles A. Metcalf was appointed chairman 
of clinics, and Arthur G. Jewell, Brewer, of publicity. 


MARYLAND 
State Association 
A meeting of the association was scheduled to be 
held February 24 at Baltimore. Ralph P. Baker, Lan- 
caster, Pa., was to speak on “Office Methods of Testing 
Renal Function.” 


MASSACHUSETTS 
State Society 

Officers elected January 6 were published in the 
February JourNAL. Committee chairmen have been ap- 
pointed as follows: Membership, Kenneth Hiscoe, Cam- 
bridge; professional education, George T. Smith, Hol- 
yoke; hospitals, Gervase C. Flick, Jamaica Plains, Boston; 
ethics, M. T. Mayes, Springfield; student recruiting, Gor- 
don W. Barrett, Pittsfield; public health and education, 
M. R. Spalding, Auburn; industrial and institutional serv- 
ice, Paul Norris, Lynn; clinics, publicity and _ statistics, 
Dr. Norris; convention program, Charles W. Wood, 
Holyoke; convention arrangements, Myron B. Barstow, 
Boston; legislation, Charles R. Wakeling, Boston; pro- 
fessional development, Frank M. Vaughan, Boston; dis- 
plays at fairs and expositions, Dr. Norris. 


Connecticut Valley Osteopathic Association 

George T. Smith, Holyoke, secretary, reports that a 
meeting of the association was held January 16 at 
Springfield. Bertha L. Miller, Springfield, reviewed 
Charles Hazzard’s article on cell tension which appeared in 
the December JourNnAL. Dr. Smith reviewed the lecture 
on “Hypotension” given before the society by G. C. Flick, 
Boston. Case reports were given by Murry Catron and 
Fred Bragg, both of Springfield, Clyde A. Clark, Hart- 
ford, Conn., and Grace FitzGibbon, Holyoke. A talk 
on x-ray interpretation of joint diseases was given by 
Philip S. Taylor, Springfield. 

Officers of the association were published in the 
January JourNAL. Committee chairmen have been ap- 
pointed as follows: Emergency Relief, C. M. Van Duzer, 
Greenwich, Conn.; membership, Dr. Catron; professional 
education, Ward C. Bryant, Greenfield; hospitals, LaRue 
Kemper, Amherst; student recruiting, Victor J. Manley, 
West Springfield; constitutional committee, George A. 
Haswell, Northampton, Alexander B. Russell, Springfield, 
and Paul Brose, Holyoke; industrial and institutional 
service, C. L. Symington, Westfield; publicity, Dr. Miller; 
meeting program, Maude G. Williams, Northampton; 
meeting arrangements, Dr. Bragg; legislation, Dr. Taylor. 


MICHIGAN 
Association of Osteopathic Physicians of Southwestern 
Michigan 
The regular monthly meeting of the association was 
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scheduled for January 26 at Berrien Springs. E. B. 
Porter, South Bend, Ind., was to be the principal speaker. 


Detroit Association of Physicians and Surgeons of 
Osteopathic Medicine 

The January meeting was held on the 17th at 
Detroit. Raymond P. Keesecker, Roscoe Osteopathic 
Clinic, Cleveland, Ohio, was the principal speaker. 

The February meeting was held on the 21st. O. O. 
Bashline, Grove City, Pa., was scheduled to speak. The 
association is making plans to have A. G. Hildreth, 
Macon, Mo., as speaker for the March meeting. . 

R. K. Homan, secretary, advises that much work is 
being done toward formulating a committee to function 
with the local FERA. After several special meetings a 
committee was appointed as follows: P. E. Haviland, chair- 
man, George B. F. Clarke and H. B. Nichols. 


Genesee County Osteopathic Association 

John H. Laird, Jr., Flint, Mich., has been appointed 
chairman of the membership committee and is also state 
statistician. A. Jefferson Still, Flint, is chairman of the 
publicity committee. Dr. Laird and Dr. Still are both 
members of the recently reorganized Genesee County 
Osteopathic Association formerly known as the Flint 
Osteopathic Society. 


Oakland County Society of Osteopathic Medicine and 
urgery 
Ross B. Richardson, Detroit, reports that the associa- 
tion held a meeting on February 15 at Bloomfield. Elmer 
Charles, Pontiac, gave a talk on “Treatment of Diseases 
with Osteopathy.” 


MINNESOTA 
Tri-County Society of Osteopathic Physicians and 
Surgeons 
The February meeting was held on the 8th at the 
offices of Karl Burch, Wabasha. A recital clinic was held. 
Clifford Dartt, Red Wing, announces that the March 
meeting will be held with C. E. Mead at Red Wing. 


MISSOURI 
Missouri Association of Osteopathic Physicians and 
Surgeons 
Ottis L. Dickey, Joplin, reports that a meeting of 
the Board of Directors of the state association took place 
January 14 at Columbia. 


Buchanan County Osteopathic Association 
A meeting of the association was held January 12 
at St. Joseph. W. P. Lenz gave a series of x-ray studies. 
At another meeting held February 2, O. G. Weed pre- 
sented a paper and led a discussion on goiter. The paper 
was discussed by T. O. Pierce, W. E. Hartsock, Frank P. 
Walker, and Will W. Grow. 


Central Missouri Osteopathic Association 
The association met January 18 at Jefferson City. 


Kansas City Society of Osteopathic Phvsicians and 
Surgeons 

H. J. McAnally, president of the society, has_com- 
pleted arrangements with the Jackson County Relief 
Association for osteopathic participation in the care of 
the indigent sick. 

North Central Missouri Osteopathic Association 

A meeting of the association was held January 18 
at Brookfield, in the offices of W. B. Simpson. R. H. 
Wahl, Cameron, read a paper on “Eugenic Sterilization.’ 

Northwest Missouri Osteopathic Association 

The January meeting was held on the 11th at Bethany. 
After the dinner a round table discussion was held in 
the offices of E. F. Harding. 

The February meeting was held on the 8th at St. 
Joseph. F. P. Walker, St. Joseph, spoke on the hospital 
status as it pertains to the osteopathic profession. E. D. 
Holme, St. Joseph, summarized recent professional ad- 
vances. E. C. Wykoff, Kansas City, spoke on “Adequate 
Gynecological Treatment to Prevent Surgery.” J. 
Denby, Kirksville, gave an address on “Obstetrics.” 


Ozark Osteopathic Association 


U. Louise Remmert, Springfield, reports that the 
third annual banquet in honor of the women’s auxiliary 


was held January 29 at Springfield. Charles E. Still, Sr., 
Kirksville, spoke on “Prominent Lay People Who Have 
Interested Themselves in Osteopathy.” T. M. King, 
Springfield, spoke on the “Value of Organizations.” 


Southeast Missouri Osteopathic Association 

The regular monthly meeting was held January 14 
in the offices of E. J. Gahan, at Perryville. J. L. Mar- 
greiter, Flat River, spoke on “Respiratory Diseases.” M. 
Marguerite Fuller, Cape Girardeau, led a round table dis- 
cussion on winter ills. 

Southwest Missouri Osteopathic Association 

A meeting of the association was held January 17 
at Webb City. W. J. Conner, Kansas City, gave the prin- 
cipal address. O. L. Dickey, Joplin, gave a report of the 
January meeting of the Board of Directors of the state 
association. Myrtle M. Dickey, Joplin, was appointed to 
secure memberships in the state association. C. F. 
Gregory, Webb City, secretary, was instructed to send 
telegrams of protest to CWA headquarters in Wash- 
ington and to Missouri senators regarding medical dis- 
crimination. The March meeting is scheduled for the 
21st at Monett. 

Officers of the association elected at a meeting held 
September 20, 1933, but not yet reported are as follows: 
President, Clyde B. Spangler, Joplin; vice president, 
Myrtle M. Dickey, Joplin; secretary, F. Gregory, 
Webb City. Chairmen of committees have been appointed 
as follows: Membership, D. K. Copeland, Joplin; profes- 
sional education, E. Gertrude Ferguson, Neosho; hospi- 
tals, A. B. Wheeler, Carthage; ethics, E. G. Story, 
Carthage; student recruiting, Dr. M. Dickey, Joplin; pub- 
lic health, Mildred Wilkerson, Joplin; industrial service, 
M. S. Slaughter, Webb City; clinics, H. A. Welch, Joplin; 
publicity, Ottis L. statistics, S. B. Kib- 
linger, Joplin; legislation, George W. Cox, Webb City; 
displays at fairs, Dr. O. L. Dickey. 

West Central Missouri Osteopathic Association 

A meeting of the association was held January 18 at 
Clinton in the offices of G. S. Wetzel. C. A. Tedrick 
of the Lakeside Hospital, Kansas City, was the prin- 
cipal speaker of the evening. R. H. Nuckles, Slater, also 
made an address. 


NEBRASKA 
Central Nebraska Osteopathic Association 
The association met January 20 at the office of W. H. 
Baker in Aurora. R. Bancroft, Hebron, president of 
the state association, gave a brief talk. Lectures by 
various members of the association comprised the balance 
of the meeting. : 


Douglas County Osteopathic Society 
A meeting of the society was held January 10 at 
Omaha. T. D. Quigley, M.D., of the Nebraska University 
Medical School, spoke on the “Effects of Vitamins in 
Dentition and Bone Building in the Human Body.” 


Southwestern Nebraska-Northwestern Kansas 
steopathic Society 

A meeting of the society was held January 14 at 
McCook, Nebr. Those scheduled to speak were: H. A. 
Fenner, North Platte, M. T. Boulware and Mary C. 
Hardin, both of McCook. 

Officers were elected at this meeting as follows: 
President, D. A. Furman, McCook; secretary-treasurer, 
J. F. Harding, Holdrege. 


NEW JERSEY 
State Society 

The January meeting of the society was held on the 
13th at Newark. Wilbur P. Lutz, Philadelphia, spoke 
on “What Osteopathy Is Doing for Heart Cases;” C. 
Haddon Soden, Philadelphia, spoke on “Practical Dem- 
onstrations of Osteopathic Technic”; and Thomas R. 
Thorburn, New York, spoke on “Osteopathic Diagnoses.” 
The society went on record at this meeting as being 
opposed to the Tugwell Pure Food ana Drug Bill as 
recently introduced into Congress by Senator Royal S. 
Copeland. 

The February meeting was scheduled to be held on 
the 10th at Newark. The program was to include talks 
by Fred Morris, Glen Rock, H. W. Sterrett, Philadelphia, 
and Wm. S. Nicholl, Philadelphia. 
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Southern New Jersey Osteopathic Society 
A meeting was scheduled for February 17 at Collings- 
wood. Earl Gedney, Philadelphia, was asked to 
speak, and “Osteopathic Technic” was announced as his 
subject. On March 17th the society is planning to meet 
with the Philadelphia County Osteopathic Society at 
Camden. 


NEW YORK 
Binghamton District Osteopathic Society 
The monthly meeting of the society was held Feb- 
ruary 3 at the office of E. W. Cleveland, Binghamton. 
Arvo Salo, Corning, spoke on “Applied Anatomy of the 
Foot.” 


Central New York Osteopathic Society 
Arthur Shannon, Oneida, reports that the January 
meeting of the society was held on the 24th at Syracuse. 
C. W. W. Hoffman and F. C. Humbert, both of Syracuse, 
gave final reports on the New York state convention held 
in October, 1933. Francis Beal, Jr., Syracuse, presented 
a paper on the “Thyroid Gland.” J. R. Miller, Rome, 
and Fred Miller, Oneida, gave recent data on legislative 
activities. Fred Gruman and Allen Prescott, both of 
Syracuse, discussed proposed changes in compensation 

law as it would apply to osteopathic physicians. 


Hudson River North Osteopathic Society 
A meeting of the society was scheduled for February 
3 at Albany. Alice A. Brown, Troy, was in charge of 
the program. 


Eastern Osteopathic Association 

The convention program for the meeting March 10 and 
11, at the Hotel Pennsylvania, New York City, as published 
in advance is as follows: 

SATURDAY 
Morning 

9:00—“Management of the Cardiac,” W. D. CraskE 
10:00—“Posture and Backache,” E. R. Hoskins 
11:00—“Pre-Natal and Post-Partum Pathology and its Re- 

lationship to the General Practitioner,” H. W. Evans 
12:00—Exhibits. Luncheon 


Afternoon 
i nee Treatment of Lowered Resistance,” S. L. 
AVIS 
3:00—“Urinary Urgency and Frequency,” H. W. STERRETT 
4:00—“Formulating and Maintaining Osteopathic Legisla- 
tion,” A. G. CHAPPELL 


5:00—Business Session. Nomination of Officers 


SUNDAY 
Morning 
9:30—“The Function of Minerals in Metabolism,” S. L. 
Davis 
10:30—“Cancer and the General Practitioner,” R. P. BAKER 
11 :30—“State Medicine,” A. G. CHAPPELL 
12:30—Exhibits. Luncheon 
Afternoon 
2:30—“Roentgen-ray Diagnosis of Gastric Neoplasm,” E. R. 
HoskINs 
3:30—“Diagnosis and Treatment of Common Diseases of 
the Colon,” W. D. CraskE 
4:30—“Osteopathic Treatment in Pneumonia,” C. H. Sopen 
5:30—Business Session. Adjournment 


Osteopathic Society of the City of New York 
A meeting of the society was scheduled for January 
18 at the Hotel Commodore, New York. 


OHIO 

Ashtabula Osteopathic Society of Physicians and 
Surgeons 

A meeting of the society was held January 10 at 


Conneaut. Sheppard, Cleveland, lectured on 


“Genito-urinary Infections.” 


Lorain and Erie County Osteopathic Society 


A meeting of the society was held January 24 in the 
office of M. A. Brandon, Lorain. 
given by five members of the society. The 
meeting was scheduled to be held in Elyria. 


Technical papers were 
February 
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First (Toledo) District Osteopathic Society 


The January meeting was held on the 17th at Fostoria. 
Ralph Vorhees, Cleveland, spoke on “The General Care 
of the Eyes, Ears, Nose, and Throat.” 


Second (Cleveland) District Osteopathic Society 


The January meeting was held on the 8th at Cleveland. 
Perrin T. Wilson, Cambridge, Mass., President of the 
American Osteopathic Association, was the principal 
speaker. 


Fifth (Dayton) District Osteopathic Society 


The January meeting was held on the 17th at Dayton. 
H. E. Clybourne, Columbus, spoke on “Osteopathic 
Technic for the Feet.” 


Lyceum Circuit 

R. C. McCaughan, Executive Secretary of the Ameri- 
can Osteopathic Association, made a tour, during the early 
part of February, through the principal osteopathic cen- 
ters in Ohio. He spoke at the various district meetings 
and made numerous vocational talks to high schools. His 
message to the profession was, “Osteopathy’s Necessities.” 
On February 5 he spoke to the assembled osteopathic ~ 
physicians in Toledo; on February 6 he spoke at Cleve- 
land; on February 7 at Kent; on February 8 at Columbus; 
on February 9 at Dayton; and on February 10 at Cin- 
cinnati. 


Ohio Valley Osteopathic Association 
(See West Virginia) 


OKLAHOMA 
Central and Eastern Oklahoma Osteopathic 
Associations 
A meeting of the associations was held January 14 
at ene. E. S. Gardiner, Detroit, was the principal 
speaker. 


Kay County Osteopathic Association 

D. A. Shaffer, Ponca City, reports that the February 
meeting was held on the 8th at Blackwell. Dr. Shaffer 
read a paper on “Diseases of the Gallbladder.” W. W. 
Palmer, Blackwell, talked on “X-ray Diagnosis of Gall- 
bladder Infections,” and F. C. Davis, Tonkawa, on the 
“Anatomical Structure of the Gallbladder.” The next 
meeting was scheduled for March 8 at Ponca City. 


OREGON 
State Society 

At the regular mid-year meeting of the Oregon 
Osteopathic Association January 13 and 14 at Portland 
a women’s auxiliary was organized. Officers were elected 
as follows: President, Mrs. G. E. Holt, Pendleton; first 
vice president, Mrs. W. W. Hoard, Medford; second vice 
president, Mrs. L. C. Marshall, Salem; secretary, Mrs. 
L. R. Purkey, Portland; treasurer, Mrs. F. D. Logue, 
The Dalles. Katherine Myers Beaumont, Portland, was 
elected chairman of publicity. 


OSTEOPATHIC SOCIETY FOR THE ADVANCE- 
MENT OF PHYSIOTHERAPY 


The January meeting was held on the 14th at Read- 
ing. Guy W. Merryman, Hales, was in charge of the 
clinics. The program included talks by George T. Hay- 
man, Doylestown, W. E. Buller, Allentown, John W. 
Allen, Wilmington, Del., George W. Hales, E. G. Ver- 
—, E. R. Thieler and Carlton Street, all of Phila- 

elphia. 


PENNSYLVANIA 
Butler County Osteopathic Society 

This society was organized January 25 at Butler. 
The following officers were elected: President, Clara 
Morrow, Butler; vice president, J. C. Foster, Butler; sec- 
retary-treasurer, Harry W. Nicklas, Evans City. Ira Allen, 
Butler, was named chairman of the program committee. 
A committee composed of Drs. Morrow, Harden and 
Foster was chosen to act in compliance with the State 
Emergency Medical Relief Board for care of osteopathic 
patients who are receiving aid from the state relief board. 
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Central District Osteopathic Society 
A meeting of the society was held January 27 at 
Harrisburg. Ralph P. Baker, Lancaster, spoke on “Gen- 
ito-urinary Diagnosis”. Harry J. Herr, Lititz, led the 
discussion on “Sciatica.” H. C. Orth, Lewistown, presi- 
dent, was in charge of the meeting. 


Juniata Valley Osteopathic Society 
The January meeting was held on the 18th at Lewis- 
town. Harry Fowler, Lewistown, spoke on “The New 
Strategy Against Tuberculosis.” 


Lancaster County Osteopathic Society 


_ R. D. Smedley, Mount Joy, reports that the annual 
dinner meeting of the society was held January 25 at 
Quarryville. The guest speakers were Ralph L. Fischer 
and H. Walter Evans, both of Philadelphia, C. Earl 
Evans, Chester, H. C. Orth, Lewistown, and J. E. Bar- 
rick, York. 

The following officers were elected and committee 
chairmen appointed: President, Harry J. Herr, Lititz; 
vice president, L. W. Lovelidge, Strasburg; secretary- 
treasurer, Ellis H. Metford, New Holland. Chairman of 
professional education, A. E. Kegerreis, Lancaster; hos- 
pitals, R. P. Baker, Lancaster; clinics and publicity, Dr. 
Smedley. 


Lehigh Valley Osteopathic Society 

The annual business meeting was held January 18 at 
Allentown. O. J. Snyder, Philadelphia, was the principal 
speaker. His subject was “The History of Osteopathy 
in Pennsylvania.” 

Officers elected at this meeting were as follows: 
President, A. G. Walmsley, Bethlehem; vice president, 
Charles R. Heard, Allentown; secretary-treasurer, George 
Nelis, Bethlehem. 

TEXAS 

Lower Rio Grande Valley Osteopathic Association 

The regular monthly meeting of the association was 
held January 27 at Mercedes. The business meeting and 
a minor surgical clinic were held in the offices of A. L. 
Kline. W. E. Davis, McAllen, read a paper on “Acidosis.” 
Dr. Kline gave a brief discussion of the “Hydrocholoric 
Acid Intravenous Treatment of Asthma.” 


Panhandle Osteopathic Society 
A meeting of the society was scheduled for January 
20 at Amarillo. H. C. Wallace, surgeon in chief of the 
Southwestern Osteopathic Hospital at Wichita, Kans., 
was invited to conduct the surgical clinic at the Amarillo 
General Hospital. R. H. Peterson, Wichita Falls, and 
C. P. Callison, Pampa, were also scheduled to be on the 
program. 
San Antonio Osteopathic Society 
The January meeting of the society was held on the 
llth at San Antonio. Everett W. Wilson, San Antonio, 
discussed “Chronic Arthritis and Treatment by Artificial 
Body Temperature.” Lester O. Morris, San Antonio, dis- 
cussed the Tugwell bill. 


WASHINGTON 
King County Osteopathic Association 

Clarence B. Utterback, Tacoma, reports that H. V. 
Hoover, Tacoma, was scheduled to address a meeting of 
the association February 8 at Seattle. His topic as 
published in advance was “Osteopathy in Obstetrics.” 
W. E. Waldo and J. F. Martin, both of Seattle, were 
also scheduled to make addresses. 


Yakima Valley Osteopathic Association 
The annual business meeting of the association was 
held January 27 at Yakima. All officers were reélected 
for another year. They are: President, J. Holt Robison, 
Yakima; vice president, George Sutherland, Selah; and 
secretary-treasurer, R. R. Sterrett, Yakima. 


WEST VIRGINIA 
Ohio Valley Osteopathic Association 
O. C. Titus, Moundsville, W. Va., reports that the 
association met Februarv 1 with E. E. Sieg at Hollidays 
Cove, W. Va. The formation of an Ohio Valley clinic 


was considered. G. C. Eoff, Wellsburg, W. Va., offered 
a resolution protesting the attitude of CWA officials 
toward osteopathic physicians which was unanimously 
adopted. 
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WISCONSIN 
Milwaukee District Osteopathic Society 

_J. B. Baldi, Milwaukee, reports that a meeting of the 
society was held January 18 at the City Club in Mil- 
waukee. Robert Fry, Oshkosh, read a communication 
concerning the adverse ruling on compensation for osteo- 
pathic care of CWA workers. J. J. McCormak, Sheboy- 
gan, gave a talk on “Sacro-iliac and Lumbar Conditions” 
and demonstrated his talk with blackboard drawings and 
x-ray pictures. 


British Columbia Osteopathic Association 

G. Cuthbert Taylor, Vancouver, secretary, reports 
that the regular monthly meeting of the association was 
held February 15 in Vancouver. H. S. Saita, Vancouver, 
presented a paper on the “General Treatment of Frac- 
tures.” 

_Vernon K. Hall, Vancouver, has been appointed 
chairman of clinics, William C. Atkinson, chairman of 
publicity, and J. T. Atkinson, chairman of legislation, 
both of Vancouver. 


A QUARTER CENTURY OF SUTURE 
SPECIALIZATION 


The year 1934 marks the beginning of the second quarter 
of a century for the House of Davis & Geck, Inc. In the 
twenty-five years many important improvements to suture 
processes and materials were introduced, and much of value 
has been added to the knowledge of suture behavior. 

Founded in 1909, with the slogan, “This One Thing We 
Do”, Davis & Geck, Inc. has specialized exclusively in the 
preparation of surgical sutures and devoted its entire energy 
to maintaining the high standard of excellence which each 
year has brought D & G sutures nearer to the ideal of per- 
fection. 

In its study of suture behavior and in the creation of 
new products and methods to meet advances in surgery, 
A & G has enlisted the aid of surgeons, bacteriologists, and 
chemists of the first rank; and has spared neither effort nor 
expense in the conduct of specialized research instrumental 
in raising suture standards. Every scientific development is 
investigated and those of practical value utilized. 

Outstanding among D & G contributions to suture im- 
provement are the Claustro-Thermal method of heat steri- 
lization; the employment of toluol as a tubing fluid in place 
of the irritative chloroform; the introduction of the double 
iodide, Kalmerid, in place of the unstable and destructive 
iodine; the perfection of methods for the reduction and neu- 
tralization of chromium; the unification of suture sizes; and 
the development of digestive absorption tests to supplement 
in vivo controls. 

We are proud of our twenty-five years of progress, and 
promise for the years to come a progressive continuation of 
the policy and program which have won for us the confidence 
of the friends we have been privileged to serve—Adv. 


CATALYN 


We take pleasure in introducing to our readers the 
product Catalyn, now being advertised for the first time 
in this publication, although it is an old name to many 
osteopathic physicians who have found it indispensable 
in their practice during the past two years. 


Catalyn is a product designed to supply a balanced 
ration of vitamins in concentrated form, both for thera- 
peutic purposes and as a dietary supplement. To acquaint 
the professional man with the many uses of such a prod- 
uct in the treatment of disease, the manufacturer, Vita- 
min Products Company, Milwaukee, Wisconsin, publishes 
a monthly leaflet called Vitamin News. It will be mailed 
—;, to any osteopath on request, including back num- 

ers. 

One of the most striking of these uses is the treat- 
ment of heart conditions. The relation of various heart 
conditions to vitamins may be expressed as follows: 
“The various vitamins codperate in producing a given 
result or in the promotion of a particular function. For 
instance, as we have mentioned in the beginning of these 
comments, Vitamin A deficiency can induce susceptibil- 
ity to infection of the heart valves, B deficiency can par- 
alyze the nervous control and cause muscular weaknese 
of the heart, and C deficiency will cause a shortness of 
breath, rapid heart action, and rapid respiration.”—(From 
Vitamin News August 7, 1933.)—Adv. 


gouresl AOA. PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


"| keep six honest serving men 
(They taught me all | knew) 


Their names are what and where and when 
And how and why and who.""—Kipling 


Send Them 


WH AT? Osteopathic Magazine and Osteo- 
. pathic Health—osteopathy's ambas- 
sadors of health. 


WH ERE? Throughout your entire community. 


WHEN? Every month in the year, year after 
. year—persistently. 


HOW? By mail from your office (one cent on 
. each), or by mail from the A. O. A. 


office. Hand them out, too. 


WHY? To convert laymen to the osteopathic 


way of living. 


WHO? To every patient, old and new. Busi- 
° ness men, housewives, even the chil- 
dren. Teachers and other professional 
people, athletes and athletic directors, 


club members, legislators, libraries, 
schools, etc. 


They will serve you readily 
And build your practice steadily. 
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CLOSING OUT 


The supply is very limited. 
The prices are exceptionally low. 


Order while they may be had. 


BACK ISSUES OF O. M. and O. H. 
Shipping charges extra. 
Imprinting, 50 cents per 100 extra. 


Osteopathic Magazine (Envelopes included). 
193I—All months except Jan., June, 


$1.75 per 100 
1933—June, July, Nov., Dec........ $3.00 per 100 


Osteopathic Health (Envelopes included). 
1933—Numbers 37, 39, 40, 42, 43, 44, 


BOOKLETS, REPRINTS, ETC. 


Lane Brochures— 
By the late Prof. M. A. Lane 
No. 5—Diphtheria 
No. 6—Pneumonia and Influenza 
By Dorothy E. Lane (Mrs. M. A.) 
No. 2—The Science of Osteopathy in “Deficiency 
Diseases" 
No 3—The Science of Osteopathy in Diabetes 
Mixed assortment, $1.50 per 100. Single copies, 
two cents. 


“Nature's Way to Better Health.” By C. J. Gaddis, 


D.O. 16 pages, fine paper. Ask for sample. $1.00 
per 100. 

“The Human Machine in Industry." By W. Othur 
Hillery, D.O. 4 pages. For distribution to in- 
dustrial executives and foremen. Ask for sample. 
75 cents per 100. 

“Boyology." By Edward Ormerod, D.O. A frank sex 
talk for boys, ages 10 to 16 12 pages. 5 cents 
per copy. 


BOOKS 


“Friendly Chats on Health and Living." By C. J. 
Gaddis, D.O. New third edition. 200 pages. 50 
cents each. 3 copies for $1.25. 

Bound Volumes of Osteopathic Magazine. Half 
morocco. 12 issues in each volume by years. Fol- 
lowing years only: 1924, 1925, 1926, 1927, 1928, 
1929, 1930. Each, $1.50. More than one copy, 
$1.25 each. 


Bound Volumes of Osteopathic Health. Half morocco. 
12 issues in each volume. Following years only: 
1927, 1928, 1929. $1.00 each. More than one 
copy, 75 cents each. 


Cash Must Accompany All Orders 


American Osteopathic 


Association 
430 N. Michigan Ave., Chicago 


Champion Folding Tables 


Built Like a Bridge—Note the Truss 


HIS automatic table is the lightest and 
T strongest table of its type on the 

market. 68 inches in length by 19!/, 
inches in width and weighs 32 lbs. 
Upholstered in rich brown Spanish artificial 
leather. Provided with eight metal corners 
to protect cover. Has two genuine leather 
suit-case handles and brass lock and key. 
Does not get loose and shaky. New at- 
tachment for gynecological work incorpo- 
rated in latest model. 


Price $30.00 
American 


Osteopathic Association 
430 N. Michigan Ave., Chicago, Ill. 


| Special Values 


MISCELLANEOUS ITEMS 


Bust of Dr. A. T. Still. Fine likeness. Plaster compo- 
sition. Bronze finish. 3!/2 inches high. While they 
last. 25 cents each. 


Membership Card Frame. 6x9, blue and gold. A.O.A. 
Certificate of Membership slips in easily. Chain 
for hanging. Each, 50 cents. 


Automobile Emblem. One free to every A.O.A. mem- 
ber who has not previously received one. Extra 
emblem for paid-up A.O.A. members only, 75 cents. 


Binders for Journal, Forum and Osteopathic Maga- 
zine. Strongly made, best leatherette, easy to op- 
erate. Name of publication on cover. Specify 
whether binder for one or twelve issues is desired. 
(Forum, twelve issues only). Each, $1.75. 


Literature Wall Rack. Made of welded steel. 17x20 
inches. Chain for hanging. Finished in green and 
black. Price (U. S. only), f.o.b. $2.50. Free with 
new annual contracts for 100 or more Osteopathic 
Magazines or Osteopathic Healths per month. 


American Osteopathic Association 
430 N. Michigan Ave., Chicago 
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What the March Issues Offer 


Osteopathic Magazine 


lf You'll Just Relax. Donald B. Thorburn, D.O. 


Management of the Menopause. C. B. Blakeslee, D.O. 

Some Don'ts and Do's for Parents. R. C. McCaughan, D.O. 

Coughs. R. Kendrick Smith, D.O. Sun Lamps and Their Value. 

The Sane Way to Health. A.A. Kaiser, D.O. Bill Tilden Talks. 

Before Birth. Robert B. Bachman, D.O. Another Pet Theory Goes. 
Department of the Interior. J. A. van Brakle, D.O. What Is Behind It? 


Osteopathic Health No. 51 


Osteopathy: The Complete Therapy — H. L. Samblanet. 


Hypertensive Heart Disease. Asthma. 
Industrial Aches. A. Lame Arm. 


THE FEBRUARY ISSUES ARE SOLD OUT. WHY? READ WHAT THEY SAY. 


Very pleased to get the returns from our cards in advance of the OSTEOPATHIC 


MAGAZINE. Patients seem to be pleased to receive the magazine and are willing to 
tell us so. H. L. Samblanet, Canton, Ohio. 


OSTEOPATHIC HEALTHS are a real help to business. 


Revised Prices 


OSTEOPATHIC MAGAZINE—White envelopes free with all orders. 
Delivered in Bulk to Your Office Annual Contract Single Order 


$6.00 per 100 $6.50 per 100 
5.00 per 100 5.50 per 100 


OSTEOPATHIC HEALTH—Improved Style 
Delivered in Bulk to Your Office Annual Contract Single Order 
$4.00 per 100 $5.00 per 100 
3.75 per !00 4.75 per 100 
5% for cash on orders of 500 or more. Mailed direct to list—$1.50 
per 100 extra. Professional Card Free. Shipping Charges Prepaid. 
Samples on Request. Both mail for one cent if sent unsealed 
and without enclosures. 


F. A. Turfler, Nappanee, Ind. 


Order Now 


American Osteopathic Association 
430 N. Michigan Ave., Chicago. 


Please send copies of 
Osteopathic Magazine (March) 
Osteopathic Health (No. 51) 
Cross out name of one not wanted 
With professional card-————. 
Without professional card-———. 
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CALIFORNIA CHANGES OF ADDRESS AND 
NEW LOCATIONS 
LOS ANGELES Bacher, E. O., from St. Louis, Mich., 
to 129 Lincoln St., Uniontown, Pa. 
MERRILL 3ethune, Richard C., from Arcola, 
Ill., to 1618 Orrington Ave., Evans- 
SANITARIUM ton, Ill. 
Neuropsychiatric }oatman, L. C., from Wichita, Kans., 


Downtown Office 
609 South Grand 
Avenue 


COLORADO 


HOWARD EARL LAMB, D.O. 
SURGEON 


DENVER 


430 SIXTEENTH ST. TABOR 0679 


DISTRICT OF COLUMBIA 


DR. CHESTER D. SWOPE 
Osteopathic Physician 


The Farragut Apts. 
Washington, D. C. 


FLORIDA 


Dr. Nancy Lurah Rader 


PALM BEACH 
and 
WEST PALM BEACH 
FLORIDA 


Phones 23604 — 22864 


to West Branch, Iowa. 

Burnett, Delbert M., from Burling- 
ton Vt., to 9 Abercromby square, 
Liverpool, England. 

Davis, M. A., from Joplin, Mo., to 
Stone Memorial Hospital, Carthage, 
Mo. 


Dinges, Ransom L., KCOS ’34 (Jan.), 


located at Orangeville, Ill. 
Farmer, Frank, from 1008 W. Sixth 
St., to 1053 W. Sixth St., Los An- 
geles. 
Fix, Clarence B., from Laredo, Texas, 
to Mount Pleasant, Texas. 
Fleming, Kenneth S., from Cleveland, 
to Box 715, East Liverpool, Ohio. 


Gehman, R. W., from 2506 Beaver | 


Ave., to 2901 Beaver Ave., Des 
Moines, Iowa. 

Haberer, Bert, from 338 Maynard St., 
to 303 S. Division St., Ann Arbor, 
Mich. 

Haswell, George A., from 78 Main 
St., to 4 West St., Northampton, 
Mass. 

Kanouse, Allen M., from Oakland, 
Calif., to 3101 College Ave., Berke- 
ley, Calif. 

Kell, Robert J., from Pittsburgh, Pa., 
to Palmer Bank Bldg., Sarasota, 
Fla. 

oe Fred B., from 610 Philtower 
Bldg., to 309 Philtower Bldg., 
Tulsa, Okla. 

MacDonough, Charles Q., from Phil- 
adelphia, to 1 Lincoln Bldg., Ard- 
more, Pa. 

Maginnis, Thelma G., from 76 Laurel 
Ave., to 79 Stuyvesant Ave., Ar- 
lington, N. J. 

Martin, Charles C., from 2025 Seventh 
Ave., to 219 W. Seventh St., Los 
Angeles. 

McGrew, Theodore B., from Seward, 
Nebr., to Weleetka, Okla. 

(Continued on page 30) 
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Dr. Orel F. Martin 
SURGEON 
Hotel Kenmore 
490 Commonwealth Avenue 
BOSTON, MASS. 


Chief Surgeon 
Massachusetts Osteopathic Hospital 


MISSOURI 


Dr. Arthur D. Becker 
OSTEOPATHIC PHYSICIAN 
DIAGNOSIS 


KIRKSVILLE, MO. 


Practice limited to consultation. 


Collin Brooke, D.O. 


Practice Limited to 


Proctology — Varicose Veins 


—Hernia 


ST. LOUIS 


210 Frisco Bldg., 906 Olive St. 


NEW YORK 


DR. L. M. BUSH 


Eye, Ear, Nose and Throat 


Nineteen Years’ Experience 


Specializing in normalization of 
tube and adenoid 


551 Fifth Ave., Cor. 45th St. 
New York City 


Specializing 


in 
Digestive, Rectal and 
Pelvic Diseases 


The Howell Sanitarium, Inc. 
473 N. Orange Ave. 
Orlando, Fla. 


Varicose Veins, Hernia and Tonsils 
Removed Non-Surgically 


408 Chemical Building 


DEAFNESS and HAY FEVER 


by Modern Osteopathy 
DR. JAMES D. EDWARDS 
22 years experience in the treatment of defective hearing, 
sinusitis, and other diseases of the Ear, Nose, Throat and 
Eye. Write for free booklet. 
ST. LOUIS 


721 Olive Street 


NEURITIS 
ARTHRITIS 


MYALGIA 
THE 


HUXLEY LABORATORIES ,!INC. 


BET-U-LOL 


relieves 


PAIN and CONGESTION 


NEW YORK,N.Y. 


BURSITIS 
DYSMENORRHEA 
TORTICOLLIS 
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March, 1934 
NEW YORK 


Thomas R. Thorburn 
D.O., M.D. 
SURGERY 
Nose, Throat and Ear 


Hotel Buckingham, 101 West 57 St. 
New York City 


RHODE ISLAND 


Dr. F. C. True 
SURGEON 
1763 Broad St. 


PROVIDENCE, R. I. 


CHIEF SURGEON 
R. I. OSTEOPATHIC HOSPITAL 


ENGLAND 


LONDON, ENG. 


Dr. Chas. W. Barber 


54 Upper Berkeley St., W. 1, 
Phone: Paddington 4345 


Formerly member of the faculty, 
Philadelphia College of Osteopathy. 


Classified Advertisements 
RATES PER INSERTION: $2.00 for 26 


words or less. Additional words 10 cents — 


each. 

TERMS: Cash with order. 

COPY: Must be received by 20th of preced- 
ing month. 


PEARSON LABORATORY AND 

DIETARY SERVICE. Send 25c¢ 
for special containers and question- 
naires. Roscoe Clinic, Smythe Bldg., 
Cleveland, Ohio. 


AMBULANT PROCTOLOGY: Lec- 

tures on Ambulant Proctology and 
the Injection Treatment of Hernia. 
Price $5.00. Individual instruction 
given. Dr. P. H. Woodall, 617 First 
National Bank Bldg., Birmingham, 
Ala. 


| 


Syrince 
BREAKAGE 


usually 
decreases 


w 


when B-D Luer-Lok Syringes 
are used for the many types 
of work* for which they are 
uniquely valuable. This insures 
economy — because these 
stronger, more efficient 
syringes cost no more than 
regular all glass B-D syringes. 


The B-D Luer-Lok with its 
chromium plated non-corrosive 
metal tip into which the needle 
locks with a simple half-turn 
is easily cleaned — and will 
withstand sterilization as suc- 
cessfully as any all glass 
syringe made. 


4 


B-D YALE LL 


3 


2 


N 
N 
N 
N 
N 
N 


Furthermore there is always present, in the use of the Luer-Lok, 
a feeling of security found in no other syringe. Trial will dem- 
onstrate the soundness of these statements. 


*Aspirating, intra-muscular injections, spinal and tonsil work, local anesthesia 
and other instances in which the jumping off of the needle at a criticel 


moment might prove serious. 


PRODUCTS 


cMade for the Profession 


BECTON, DICKINSON & Co., RUTHERFORD, N. J. 


Invite your dealer 
to exhibit at Wichita Convention. 


FOR SALE: Tables of quality. New 
price list. Samples of covers on re- 

quest. Dr. George T. Hayman, Table 

Manufacturer, Doylestown, Penn. 


FOR SALE OR LEASE—STEAM- 

BOAT SPRINGS SANITORIUM. 
INTERNATIONALLY KNOWN 
HOT MINERAL BATHS AND 
HOTEL. NEAR RENO, NEVADA. 
GOOD FOR RESIDENT PHYSI- 
CIAN OR CORPORATION. 
PLENTY ACREAGE FOR DE- 
VELOPMENT. FIFTY THOU- 
SAND WILL HANDLE PUR- 


CHASE TERMS. WRITE EDNA | 


. CARVER, D.O., STEAMBOAT, 
NEVADA. 


“Cells of the Blood” PRINCIPLES OF : 
By Dr. Louisa Burns OSTEOP ATHY 
“Cells of the Blood” is Vol. IV By YALE CASTLIO, D.O. 


of the series on Studies in the Os- 
teopathic Sciences. 400 pages. 14 
color plates. 


A scientific book, and very espe- 


Director of Clinics 
Kansas City College of 
Osteopathy and Surgery 


cially it is an osteopathic book. WAS $5.00—NOW $3.00 
ne For Sale by the Coll 
or Sale by the ege 
A. T. Still Research Institute 
27 E. Monroe St., Chicago, IIL Kansas City, Mo. . 
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CHANGES—Continued 


Peterson, C. Lloyd, from Lathrop, 
Mo., to North Platte, Nebr. 

Phelps, Garold B., from Kansas City, 
Mo., to Lathrop, Mo. 

Schedine, John F., from 618 Empire 
Bldg., to 624-25 Empire Bldg., Den- 


ver. 

Schurr, K. E., from Mason, Mich., to 
Mo. 

Siemens, W. J., from Shafer Bldg., to 
1020 Seaboard Bldg., Seattle, Wash. 

Spaulding, Leslie W., from Kenne- 
bunk, Maine, to Main St., South 
Windham, Maine. 

Sullivan, Joseph Henry, from 27 E. 
Monroe St., to 9600 S. Damen Ave., 
Chicago. 

Toepfer, H. C., from Des topes 
Iowa, to Grantsville, W. 

Turner, Alton L., from Kirksville, 
Mo., to Box 506, Moultrie, Ga. 

West, E. D., from 15605 Madison 
Ave., to 15017 Detroit Ave., Lake- 
wood, Ohio. 

Whetstine, G. A., from Wellman, 
Iowa, to 43 Evergreen St., Jamaica 
Plain, Boston, Mass. 
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APPLICANTS FOR MEMBERSHIP 


Colorado 
Prescott, Allen B., 


435 Commonwealth Bldg., Denver. 


Florida 
pan S.. 
Ocala. 
Indiana 
Warner, Francis E., 
205 Kresge Bldg., Bloomington. 


Kansas 
Kappler, Oscar C., 
111 W. Third St., Liberal. 
McMurry, C. S., 
Utica. 
Kentucky 
Hoggins, Josephine, 
310-12 McClure Bldg., Frankfort. 


Massachusetts 
Keohan, John J., Jr.. KCOS ’34 (Jan.) 
51 Norfolk St., Weymouth. 


Missouri 

Herbold, Robert V., KCOS ’34 (Jan.) 

307 S. Franklin St., Kirksville. 
Hutchins, Lloyd E., KCOS ’34 (Jan.) 

307 N. Franklin St., Kirksville. 
Zuspan, A. G., 

La Belle. 
Warren, C. F., 

58% E. Arrow St., Marshall. 
Grow, Will W., 

222 Logan Bidg., St. Joseph. 


Ohio 
Wright, Raymond L., 
1248 Sylvania Ave., Toledo. 


Pennsylvania 
Hessdorfer, Harry C., 
7032 Ogontz Ave., Philadelphia. 


Texas 


Coats, Howard R., 
Citizens Natl. Bank Bldg, Tyler. 


Canada 
Evans, Harryette S., 
Medical Arts Bldg., Montreal, Que. 


f, 


Write for a Free Sample of the 
NEW OFFICIAL CASE HISTORY BLANK 
This blank was made up by a committee who analyzed CASH WITH ORDER 
the various blanks collected from clinics and physicians all 
Serves as a condensed but thorough guide to history 5.50 
Combines most popular size record (5x8) with desir- 
The American Osteopathic Association, 430 N. Michigan Ave., Chicago 
y 
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FOR SLEEPLESSNESS 


A hot drink before retiring is an 
aid in promoting restful sleep. Hor- 
lick’s Malted Milk, hot, has special 
advantages for this purpose in that 
it is pleasant in flavor, easily and 
quickly digested, soothing and 
nourishing. 


The busy practitioner, tired men- 
tally and physically from the strain 
of a long day or disturbed night, 
often finds relief in this simple 
measure—a hot drink of “Hor- 
lick’s” to invite sleep. Why not try 
it yourself? 


HORLICK’S 


THE ORIGINAL 
HORLICK’S MALTED MILK CORPORATION 


MALTED MILK 


RACINE, WISCONSIN 
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CoNsIDER THESE SOURCES 


from wholesome 
WHEAT and BARLEY— 


Maltose, Dextrins 


AND MORE 


Wheat flour, wheat bran and malted barley are con- 
verted into maltose and dextrins, by natural enzymatic 
action, in making Mellin’s Food. Cereal protein and 
mineral salts, present in the whole grain, are retained. 
Mellin’s Food has 58.9% Maltose, 20.7% Dextrins, 
10.3% Cereal Protein, and 3.9% Ash. 

The tendency of Mellin’s Food to promote normal 
bowel action is well known. 


MELLIN’S FOOD COMPANY 


Boston, Mass. 


LITERATURE AND SAMPLES OF MELLIN’S FOOD GLADLY SUPPLIED—TO PHYSICIANS 


Mellin's Food: Produced by an infusion of Wheat Fleur, Wheat Bran and Malted Barley admixed with P. 


jally of Maltose, Dextrins, Proteins and Mineral Salts. 


Index to Advertisers—Patronize Them 


Books, Literature, Charts 


American Osteopathic Association 
25, 26, 27, 30, 32 


A. T. Still Research Institute............ 29 
Journal of 
Kansas City College (Castlio)..........29 
Saunders, W. B. Company....Cover I 
Western Osteopath, The.................... 22 


Colleges, Training Schools 
P. G. Courses 


College of Osteopathic Physicians 
& Surgeons 12 


Kirksville College of Osteopathy 
and Surgery Til 


Laughlin Hospital and Training 
School for Nurses 22 


Foods, Waters and Toilet 
Preparations 


Battle Creek Food Co................... 12 


Borden Company, The 
Evaporated Milk 17 


Corn Products Refining Co............... 24 
Davis Co., R. B 11 
Gefeer Products C0. 7 
Horlick’s Malted Milk Corp............. 30 
Kalak Water Co 20 
Kellogg Co 15 
Mellin’s Food Company.................-- 31 
Nestle’s Milk 5 
Ralston Purina Company.................... 19 


Hospitals, Laboratories, Hotels 
Laughlin Hospital 22 


Instruments, Appliances, Equipment, 
Surgical Dressings, Supplies 


Becton Dickinson & 

Davis & Geck, Inc..................... Cover II 

DeVilbiss Co., The 16 

Johnson & Johnson 23 
Miscellaneous 

Classified Ads 29 


Pharmaceutical and Endocrine 


Products 
Alkalol Co. 18 
BiSoDol Company 14 
Bristol-Meyers Co 18 
6 
Harrower Laboratory, Inc.....Cover II 
Huxley Laboratories 28 
Oakland Chemical Co 14 
Od Peacock Sultan Co...............-.-. .20 
Petrolagar Laboratories, Inc............. 9 
Squibb & Sons, E. R 13 
Vapo-Cresolene Co 12 
Vitamin Products Co............. Cover IV 
Warner & Co., Wm. R.................-: 4, 10 
Winthrop Chemical Co., Inc............. 1 
Young, Inc., W. F 16 


Professional Ads 
Professional Cards 28, 29 


Wearing Apparel 
Keith Co., Geo. E. 


(Walk-Over Shoes) 
Minor & Son, P. W. 

CT SPOCK) 21 
Musebeck Shoe Company 

(Foot-so-Port Shoes) ..................... 3 
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Show “Dan’s Decision” 


(A Vocational Moving Picture) 


\ 


To the Young People This Spring 


OMETHING to tell students choosing a life work that osteopathy 
demands the best they can give and offers a career of scientific 
service in an uncrowded field. Something to present the appeal of 


osteopathy as a calling in an attractive, interesting, practical way. 


"Dan's Decision" Meets This Twofold Need 


Dan's Decision is available to. A.O.A. members without rental charge. a 
The only expense is for express charges which are very nominal. You 
can usually obtain the use of a machine and operator without much 


trouble or expense. 


Two Sizes 


The film may be obtained in two sizes: the 35 mm. size for use on 


standard projectors (theatres, auditoriums, etc.) and the 16 mm. edition 
for home size projectors (not suited for audiences of more than 100). 


Remember—the film is safe to use, being non-combustible. 


Arrange now for a date to show the film in your town 


Distribute copies of the leaflet, "Osteopathy as a Career" | 


(Sample and Price on Request) 


<a 


American Osteopathic 430 N. Michigan Ave., 
Association pe Chicago, Ill. 
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ANNUAL FREE 
GRADUATE COURSE 


The annual free graduate course for osteopathic physi- 
cians will be given by the faculty of the Kirksville 
College of Osteopathy and Surgery June fourth to 
sixteenth. 


This provides an opportunity for every doctor to bring 
himself up-to-date in his diagnosis and treatment, to 
review many of the subjects in which he is getting 
just a little hazy and to gain a vast amount of en- 
thusiasm which will help him take advantage of 
improved business conditions. 


All of the business barometers point to a steady im- 
provement in economic conditions. Are you ready? 
By taking this course, you can let your patients know 
that you are progressive. You can utilize its publicity 
possibilities, really gain in your ability to serve and 
return home ready and able to do better work than 
ever, 


Plan now to be in Kirksville June fourth to sixteenth. 


KIRKSVILLE COLLEGE of 
OSTEOPATHY and SURGERY 


KIRKSVILLE, MISSOURI 
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RESULTS - OBTAINE 
WITH 


CATALYN 


DEPARTMENT 33 


© 
VITAMIN PRODUCTS CO., catatyn suitoincg, MILWAUKEE, WIS. 
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